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TRAINING OF THE CORRECTIVE THERAPIST * 


JOSEPH H. VAN SCHOICK** 


Corrective Therapy is a relatively new profession, 
yet remedial exercise has been practiced for thousands 
of years. Inscriptions and crude pictures found in the 
Orient reveal that the Chinese practiced medical gym- 
nastics at least 3000 years B.C. Pliny, the Roman na- 
turalist and philosopher, recognized that the mind is 
stimulated by body movements. In the early 19th 
Century a system of medical gymnastics was inaugu- 
rated at the Royal Institute of Gymnastics in Sweden. 
During the latter part of that century the system was 
brought to this country. In that early period the pi- 
oneers in therapeutic exercise felt it was important to 
counteract confining physical postures and unhealth- 
ful work environment with exercises devised for health 
maintenance or for correction of early stages of de- 
formity. 

The World War I draft for military duty revealed 
that almost half of our young men were so far below 
par that they could not pass the Army examination. 
This led to greater emphasis on physical education in 
the schools. Laws were passed in many States requir- 
ing that supervised exercise be incorporated in school 
curricula, and a new name for physical education de- 
partments began to appear. In many colleges, YMCA’s, 
secondary schools and other organizations, and in the 
literature, the term “Health Education,” “Physical 
Health and Recreation,” or similar titles were used to 
signify a broadening of purpose in the exercise pro- 
gram. 

During the depression the development of physi- 
cal education was retarded in some localities, but as 
World War II approached people became more 
health conscious. They were again shocked at the 
number of young people unfit for military duty, and 
as the draft severely drained our available work force 
increasing attention was given to the training and em- 
ployment of the physically handicapped. Adapted 
physical education became increasingly important and 
significant. 

During the early war years Dr. Howard Rusk in- 
troduced a revolutionary idea in military hospital 
treatment. He had noted the deconditioning results 
of prolonged bed rest which caused the loss of many 
days of critically needed military manpower. After 
hospitalization, patients would be returned to their 


*Presented at the Second Tri-Organizational Conference, 
Atlantic City, N.J., July, 1958. 


**Chief, Corrective Therapy, Veterans Administration, 
Washington, D.C. 


J.A.P.M.R. — NOV. - DEC., 1958 


units and have to be placed on light duty for a period 
to regain their strength for more active duty. He ini- 
tiated a pilot program and study which clearly indi- 
cated the value of appropriate activity for many hos- 
pital patients along with definitive treatment. This 
was contrary to the long taught Weir-Mitchell theory 
of bed rest. Dr. Rusk’s study proved that supervised 
physical and mental activity in the hospital setting 
was beneficial. Many patients were discharged earlier; 
re-hospitalization rate was lower; and the light duty 
details were sharply reduced. The saving in military 
manpower was so gignificant that the reconditioning 
program was authorized in all military hospitals. 

Physical education made a dramatic contribution 
in this phase of the war effort. Millions of IBM cards 
were processed to find soldiers with physical education 
training and experience who might be fitted to carry 
on the physical reconditioning. program in Army hos- 
pitals. Outstanding physical educators were called on 
to develop suitable exercise routines for bed patients 
with different types of disabilities and to teach in the 
intensive training centers established for physical re- 
conditioning personnel. In these courses the former 
physical education teachers learned about hospital 
organization and ward procedure. They restudied 
physiology, kinesiology, physiology of exercise, phy- 
chology of the disabled and many other pertinent sub- 
jects. They studied and trained harder than they had 
ever done before because here was a new challenge. 
Here was a constructive side of warfare in sharp con- 
trast to the destructive elements of training previous- 
ly practiced on the target range, in the trenches, on 
obstacle courses, in chemical warfare classes, etc. | am 
proud to have been a part of that revolutionary hos- 
pital program in which so many of you pioneered. Be- 
cause of your efforts physical education made a contri- 
bution in hospital treatment which has effected medi- 
cal practice all over the world. bed exercises, early 
ambulation, prosthetic training and similar corrective 
therapy procedures are prescribed today by most 
physicians as consistently as they insisted on absolute 
bed rest in pre-war years. 

The development of the new profession of correc- 
tive therapy was a natural consequence of this mili- 
tary experience. When General Omar Bradley became 
the Administrator of Veterans Affairs and General 
Paul Hawley, Chief Medical Director, they determined 
that the valuable experience gained in the recondi- 
tioning program of the military should be preserved 
and further developed in veteran hospitals for the 
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benefit of veteran patients. Physical reconditioning 
became known as corrective therapy. The academic 
phase of educational reconditioning was called educa- 
tional therapy and the pre-technical phase was called 
manual arts therapy. Physical therapy and occupa- 
tional therapy were continued. All of these plus blind 
rehabilitation and audiology and speech correction 
were authorized as section components of the Physi- 
cal Medicine and Rehabilitation Service. 

Dr. John Eisele Davis, President of the Associa- 
tion for Physical and Mental Rehabilitation, was the 
first Chief, Corrective Therapy, in Central Office. His 
vision, persistent effort in the face of many trying cir- 
cumstances, and professional leadership have been pri- 
marily responsible for the growing acceptance of this 
new protession by medical leaders. From his own ex- 
perience in VA hospitals he had a keen perception 
of the areas of treatment in which the therapeutic ex- 
ercise, motivational impact and resocialization tech- 
niques of corrective therapy could make distinctive 
contributions in patient treatment. He had a physical 
educator’s acumen in planning appropriate training 
opportunities for corrective therapists. He sensed the 
need for a professional association to afford stimula- 
tion, interchange of ideas and development of profes- 
sional standards. The result is a new specialization in 
the field of physical education—a new medical tool in 
the armamentarium of the physiatrist—an enthusias- 
tic dedicated group of therapists who have gained 
equal status with other adjunctive therapists in phys- 
ical medicine and rehabilitation. 

When corrective therapy started in the VA in 
1946 personnel were selected from the 20,000 physical 
reconditioning instructors who had been previously 
screened for physical reconditioning in the military. 
The approximately 400 personnel employed in our 
VA hospitals and regional office clinics were among 
the best in physical education. Today, with added 
training under the direction of the physiatrist, they 
are a professional group to be proud of, and number 
about 500. 

The demand for corrective therapists increased 
along with the expansion of rehabilitation programs 
all over the country. New personnel from the field 
of physical education had to be recruited. It was im- 
portant that qualification standards be established to 
insure high levels of professional competency. Schools 
of physical education now have a challenge in student 
training which did not exist before World War II. 
They need to prepare physical education students 
not only as teachers for schools and colleges, but as 
therapists for hospitals and rehabilitation centers. 
Added courses and emphasis are needed to prepare the 
present generation of college students to enter this 
new profession and share the responsibilities of pa- 
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tient treatment along with the pioneers in corrective 
therapy who had physical education, plus Army re- 
conditioning experience, plus intensive in-service 
training in the Physical Medicine and Rehabilitation 
Services of our hospitals. 

In discussing the qualification standards for cor- 
rective therapists, I realize that this profession now 
extends far beyond the VA program. But since I am 
most familiar with VA requirements, I will confine 
myself to our standards for employment. Corrective 
therapy applicants for the basic grade of GS-5, salary 
$4,040, must have successfully completed the require- 
ments for graduation from a school of physical educa- 
tion or an accredited college, university, or teacher- 
training institution with a major in physical educa- 
tion, or study which included or was supplemented by 
at least 24 semester hours toward such a major. At 
least 20 of the 24 semester hours must be in such cours- 
es as corrective and remedial exercise, physiology of ex- 
ercise, techniques of sports and games, hygiene, first 
aid, methods or principles of teaching physical edu- 
cation, physiology, kinesiology, human anatomy, psy- 
chology, or pathology. Four semester hours may be in 
such basic related courses as bacteriology, physics, 
chemistry or biology. In addition, this education must 
have included or been supplemented by at least one 
course in clinical practice in therapeutic exercise in 
which patients participate upon prescription of a doc- 
tor of medicine. 

When the applicant meets all requirements ex- 
cept clinical training he may substitute, for GS-5, 6 
and 7 grades, experience as an athletic technician or 
sports specialist in a program of recreational physical 
education in a hospital or rehabilitation center, pro- 
vided that a major portion of time was spent in su- 
pervision of patient participation in a comprehensive 
program of physical education activities. 

If the applicant has engaged in postgraduate study 
appropriate to corrective therapy in an accredited col- 
lege or university, which included or was preceded by 
clinical practice he will meet the requirements for the 
GS-6 position, base salary $4,490. Successful comple- 
tion of all the requirements for the Master’s degree in 
a field approprate to corrective therapy, including or 
preceded by clinical practice will be accepted as meet- 
ing the full requirements for the Grade GS-7, base sal- 
ary $4,980. 

The significant factor in these standards is the 
requirement of clinical training. Schools of physical 
education can provide this clinical training by affilia- 
tion with a VA hospital or with any other appropriate 
medical setting outside the VA where proper clinical 
experience under medical supervision may be secured. 

Schools are beginning to realize that a new profes- 
sion for physical education graduates has arrived and 
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that it is of mutual advantage to school and students 
to make provision in the curriculum for the required 
training. The VA has 33 affiliations between schools 
and hospitals for clinical training in corrective ther- 
apy. Many more are working out the necessary ar- 
rangements and will seek approval later. 

The purpose of clinical training is to provide 
students a realistic opportunity to apply the principles 
of adapted physical education as studied in the schools 
in a medical setting under the physician’s supervision. 
The hospital plans a training program of orientation 
in hospital procedure, lectures on phases of corrective 
therapy not included in the school program and clin- 
ical practice. Lectures by the corrective therapy staff 
and medical authorities include such subjects as pa- 
tient-therapist relationships, functional evaluation 
and testing, familiarization with braces and applianc- 
es, neurological aspects of cord injury, orientation to 
neurological conditions, amputations and surgical pro- 
cedures, medical conditions and rehabilitation, self- 
help devices and evaluation of hand disabilities, types 
of neuropsychiatric patients, mat exercise routines, 
wheelchair exercises and activities, methods of teach- 
ing ambulation activities, paraplegia and quadripleg- 
ia exercise and activity routines, psychology of the dis- 
abled, motivational techniques, hospital organization, 
therapy elements and their functions in the rehabili- 
tation process, and many others. When the school cur- 
riculum provides courses which cover these or related 
subjects, they would naturally not need to be includ- 
ed in the clinical phase of training at the hospital. 
Since school curricula do differ greatly, the corrective 
therapy clinical training program is worked out in 
collaboration with the school prior to application to 
Central Office for approval of the affiliation. One of 
the important aspects of corrective therapy training 
which comes best in the clinical setting is understand- 
ing of medical philosophy and respect for physician 
leadership. 


Corrective therapy has an important place in the 


educational system as well as in hospitals and rehab- 
ilitation centers. Children and college students with 
physical and emotional problems need the kind of 
specialized physical activity and sympathetic teacher 
relationship which the physical education instructor 
who has received clinical training is prepared to give. 
The motivational impact of teachers who have an 
appreciation of the psychological effect of disability 
on youth is an important factor in their adjustment 
to life and in the development of their capacity to ov- 
ercome or compensate for such disabilities. There are 
thousands of examples of well-known athletes and 
outstanding business and professional leaders who 
pay tribute to the teachers who gave them the confi- 
dence and inspiration to make good in spite of handi- 
caps. 

Vocational guidance is a broad process. It requires 
specially trained counselors at times, and in many 
cases the combined efforts of psychologists, teachers, 
the church and home fail to match the inner urges 
and capacities of youth with appropriate opportuni- 
ties for careers. The influence of teachers in this re- 
spect cannot be overrated. The clinical training as- 
pect of the school physical education curriculum is a 
sound vocational guidance procedure. It helps the stu- 
dent decide whether he wants to work in the medical 
setting or apply the valuable clinical experience ac- 
quired in other fields. 

When the hospitals establish affiliations with 
schools for clinical training they share their facilities 
and become partners with the schools in training as 
well as in practical vocational guidance. Students are 
helped to find their niche in life, and the rehabilita- 
tion impact of clinically trained workers, whether the 
students become corrective therapists or teachers, 
helps to develop the potentials of our handicapped 
citizenry who might not otherwise make their maxi- 
mum contribution to life. Corrective therapy as a 
profession, and clinical training as an educational 
process, are factors of increasing social significance. 





CERTIFICATION BOARD SCHEDULES EXAMINATION 


Louis F. Mantovano, Coordinator of the examining 
section, has announced plans to hold an examination for 
candidates who wish to be certified by the American Board 
for Certification of Corrective Therapists. The examination 
will be held July 8, 1959 at the Deauville Hotel, Miami 
Beach, Fla. during the Tri-Organizational Conference 
week. Candidates interested in taking the examination at 
this time should contact Mr. Mantovano at 37 Clinton Ave., 
Rockville Centre, N. Y. 
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In addition to the scheduled examination, there is a 
possibility that arrangements may be made for local exam- 
inations through the association’s chapters provided a 
sufficient number of candidates are available. It is believed 


that such an examination would make a useful project for 
a chapter and at the same time provide a service to local 
candidates, saving them the time and expense of traveling 
long distances to take the examination. 
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ATTITUDES IN THERAPY 


JOHN E. DAVIS, JR., Ph. D. 


During the past thirty years, 9,426 articles and 
books, plus or minus 2.712, have been published in 
English on the topic of attitude; a large proportion of 
them dealing with attitudes toward people.* It is ap- 
parent that attitudes have been a matter of concern 
to many aside from ourselves. 

For our purposes, we will define attitude as a 
position or posture assumed intentionally or other- 
wise to serve a purpose and we shall define therapy as 
any effort we may make to motivate or influence a 
mentally ill person. While these definitions leave 
room for such things as unintentional therapy and/or 
unconscious attitudes, they emphasize the purposive, 
intentful nature of both attitude and therapy — in 
short, they are things we can do something about. 

Before we concern ourselves with present-day at- 
titudes in therapy, it may be well to review some of 
the attitudes which have existed in the past. Little is 
known of primitive man’s attitude toward mental 
illness but it is unlikely that he made any clear dis- 
tinction between fate, belief, or disease; that is, mental 
illness was not identified as such among primitive 
people. Without a conspicuous physical disorder, such 
as a pain or swelling, there was no cause or focus to 
treat. We may consider this earliest historical atti- 
tude as one of unobserving or denial. 

Through the early development of mankind, there 
must have been an increasing recognition of the men- 
tally ill person as“‘being different’ and, during this era 
being different was regarded as being supernatural. 
The mentally ill person was thought of as being in- 
fested by godly, animal, or devilish spirits. His 
strange and mysterious behavior was explained as be- 
ing beyond his or anyone else’s control unless super- 
natural help was called upon. Here we have acknowl- 
edgement of mental disturbance but an attitude of 
helplessness. 

The ancient Hebrews show a certain familiarity 
with psychological disorders; for instance, in the Bib- 
lical story of David’s escape from captivity by feign- 
ing madness, and it is written in Leviticus, “A man 
also a woman who has a familiar spirit, or that is a 
wizard shall surely be put to death; they shall stone 
them with stones; their blood shall be upon them.” 
Such a disposal of the mentally ill has shown a re- 
markable vitality, cropping up repeatedly through 





*Presented at the Second Tri-Organizational Conference, 
Atlantic City, N.J., July, 1958. 


**Chief, Clinical Psychology, V. A. Hospital, Lexington, Ky. 
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the centuries, almost to the present day and bears 
witness, I am sorry to say, to attitudes of fear and hos- 
tility toward the mentally ill. 

It fell to the Greeks with their inquisitiveness and 
rational genius to make the first attempts to free men- 
tal illness from mysticism and superstition and to pro- 
pose humane and rational ways of treating the men- 
tally afflicted. 

After Greece came the Roman era with a continu- 
ation of the Grecian ideas concerning cause and treat- 
ment of the mentally disturbed. With the fall of the 
Roman Empire, there was a decline in intellectual 
endeavor. In place of scientific observation and ob- 
jective study of man, personal salvation and the here- 
after absorbed all of man’s attention—the so called 
Middle Ages. Mysticism, superstition, belief in witch- 
craft, and demonology substituted for factual knowl- 
edge. The Church authorities, after some period of 
hesitation and uncertainty, decreed that all of the 
mentally ill were possessed by demons. At first, the at- 
titude toward them was considerate and the interven- 
tion of Saints was called upon, but as the number of 
mentally ill grew, passions were aroused and soon in- 
struments of torture—burning at the stake—became the 
recognized tools of treatment. 

The Renaissance brought a freedom from theol- 
ogy; man slowly became again an object of investi- 
gation and the Eighteenth Century witnessed two 
major developments: (1) the reformation of hospitals 
for the mentally ill and, (2) the emphasis on empiri- 
cal observation and their systemization. 

A new era in the conception of mental illness was 
initiated by Sigmund Freud. Psychoanalysis, original- 
ly a term denoting 4 method of treatment, later came 
to also mean a theory of personality upon which treat- 
ment is based. Freud’s formulation of the unconscious, 
psychological defenses, and stages of psychological de- 
velopment are well known to all of us and his concept 
of transference is particularly relevant to our thinking 
about attitudes in therapy, since the attitudes of the 
patient toward us are often important determinants of 
our attitudes toward him. 

Most important is the fact that implied in all ot 
Freud’s work are: (1) Mental illness is a result of 
faulty psychological rather than physiological devel- 
opment; and (2) these processes may be reversed by 
a special type of interpersonal relationship in which 


*T. M. Newcomb, The Prediction of Interpersonal Attraction, 
Amer. Physiologist, 2:575-586, 1956. 


Vol. 12, No. 6 





certain procedures or techniques are followed. Freud’s 
thinking implied that mental illness was not incurable 
but was something which could be treated. Further, 
it had the unique feature of defining that this treat. 
ment consists of treating man with man, of setting up 
a corrective type of interpersonal relationship to re- 
vise previous pathological relationships. This was in 
sharp contrast to others in Freud’s time, who were 
taking the investigation, classification, and treatment 
of syphilis as their model in approaching the problem 
of mental illness. 

This brings us to the contemporary scene and we 
may do well to stop and review where we have been. 
From primitive man’s attitude of unobservation and 
denial, there was a progression during early Biblical 
times to an understanding of mental illness as being 
somehow different, but only the supernatural was con- 
sidered as capable of producing or curing it. The 
Greeks and early Romans had an enlightened view- 
point, contributing the idea of physical causality and 
an attitude of sympathy resulting in more humane 
treatment. An era of regression followed, in which the 
devil, in one form or another, was the cause; and 
torture, as a means of exhortation, was the treatment. 
The Renaissance brought forth a more objective ap- 
praisal of man’s problems, including that of mental 
illness. The Eighteenth Century saw the rise of the 
mental hospital movement and classification of men- 
tal disorders. The study of abnormal behavior slipped 
away from both internal medicine and philosophy, 
becoming a field in its own right. The last step was 
Freud’s original discoveries and their implications 
of treatment with words and attitudes. 


I would like to discuss a few of the prevalent 
theories with respect to their viewpoints on therapist 


attitudes, then try to relate them directly to your work 
as PM&R therapists. 


The outstanding non-psychoanalytic therapy 
goes under the name of non-directive therapy and is 
associated with the name of the founder, Carl Rogers. 
I would like to quote from his book on client centered 
therapy*: “In any psychotherapy, the therapist him- 
self is a highly important part of the human equation. 
What he does, the attitude he holds, his basic concept 
of his role, all influence therapy to a marked degree.” 


In non-directive therapy, we find a clear cut state- 
ment of “correct” attitudes for the therapist. He 
should be respectful and non-infringing; or we may 
say warm, respectful, and non-directive. It is import- 
ant to note here that the non-directive school has, for 
the most part, treated patients whom we would class- 
ify as traumatic neurosis, reactive depression or sit- 
uational maladjustment and who appear voluntarily 
for psychological help. 
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Another contemporary theory is the neo-Freudian 
viewpoint characterized by Karen Horney. In respect 
to attitudes in psychotherapy, Horney rejects the at- 
titudes of tolerance and objectivity, feeling they are 
neither desirable nor possible in a theraputic relation- 
ship. She believes in actively directing the treatment 
and states, “As soon as I believe the patient is running 
into a blind alley, I do not hesitate to interfere most 
actively and suggest another way.” In another place, 
she states, “Instead of tolerance or pseudo tolerance, 
there should be constructive friendliness.”* This atti- 
tude is in almost direct opposition to that of Rogers 
previously referred to. Again of importance is the 
fact that Horney, for the most part, was engaged, when 
formulating these principles, in the treatment of rath- 
er severe psychoneurotics. 

More appropos to our interest are the theories 
and attitudes in relation to the psychotic patient. We 
will consider the approach of three workers in this 
field. 

Frieda Fromm-Reichman has had an extensive 
experience over many years in the treatment of hospi- 
talized psychotics. She was deeply impressed with the 
schizophrenic’s sensitivity in interpersonal relation- 
ships and his insatiable craving for the affection and 
acceptance which he did not receive as a child.‘ To 
deal with this sensitivity and distrust, Fromm-Reich- 
man erected love and patience as the cardinal atti- 
tudes in therapy. She strove to be as permissive as pos- 
sible, taking extreme precautions to prevent hostile 
reactions on the part of the patient. For the most 
part, she treated the typical hospital schizophrenic. 

John Rosen* has developed a therapeutic method, 
“direct analysis,” so named because of his uninhibited 
interpretation of the patient’s unconscious produc- 
tions and symptomatic acts. He joins the patient on 
the level of his psychosis, sharing with him his psy- 
chotic reality which is peopled with magical infantile 
figures. The therapist endeavors to personify these 
images as they are revealed in the patient’s hallucina- 
tions and convert them from terrifying, threatening 
figures into benevalent, protecting ones. Rosen does 
not confine himself merely to interpretation; he acts 
the good parent as well. His patients were, for the 
most part, agitated schizophrenics. 

Cont'd on P. 199 
*Carl Rogers, Client Centered Therapy, Cambridge, Mass.: 
Houghton Mifflin Co., Riverside Press, 1951. 


’Karen Horney, New Ways. in Psychoanalysis, New. York: 
W. M. Norton & Co., 1939. 

‘Frieda Fromm-Reichman, Some Aspects of PSychoanalytic 
Therapy in Psychotherapy with Schizophrenics, a (sym- 
posium), E. B. Rody and F. C. Redlich, New York: Int. 
Univ. Press, 1952. 

5J. N. Rosen, The Treatment of Schizophrenic Psychosis 
by Direct Analytic Therapy, Psychiat. Quarterly, 21:3: 
21:117, 1947. F 
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AN ADJUSTABLE LONG LEG BRACE FOR USE IN 
REHABILITATION CLINICS 


LESTER W. DANIELS, M. ED.* 


Introduction 

Patients with varying degrees of disability affec- 
ting the lower extremities are frequently prescribed 
by physicians for weight-bearing activities in correc- 
tive therapy. Types and dosage of activity ranging 
from mere physiological stabilization (supported 
standing) to endurance ambulation in parallel bars 
or with crutches may be indicated. Many of these pa- 
tients have not been on their feet for months and have 
complicating conditions which make it difficult to car- 
ry out this prescription. Some complications often en- 
countered by the therapists are fear and anxiety, joint 
range limitations, muscle weakness and spasticity. 

With all these factors and the patient’s anxiety 
about whether he will ever walk again, it becomes im- 
perative that we make the first attempts at standing 
and weight bearing activities successful. We obviously 
cannot have long leg braces made for all patients who 
are unable to get into the standing position and walk 
during the early convalescent period. Many of these 
patients soon get return of muscle function and/or 
improvement in joint ranges of motion and braces 
are no longer needed. Other patients are in transitory 
stages insofar as disease processes are concerned, and 
exacerbations of conditions may make it impossible 
for them to stand again for many months, if ever. 
Physical medicine clinic storerooms and shelves are 
loaded with discarded braces resulting from similar 
situations. 

The writer felt that a good solution to this prob- 
lem would be to make a pair of adjustable long-leg 
braces which could be kept in the clinic and used by 
all patients where indicated. The braces were con- 
ceived by the writer, and in cooperation with Mr. 
Clifton R. Mahone of the Mahone Orthopedic Brace 
Company of Newport News, Virginia, were designed 
and constructed. One brace may be made which will 
fit either side, but it is advisable to have two for cas- 
es of bilateral involvement of the lower extremities. 
The brace is comprised of many standard brace parts 
(with the possible exception of the cuff inserts) . How- 
ever, the combination of these parts has proved very 
satisfactory for the purpose for which it was designed. 
Advantages of Early Bracing 

This brace, being available to the therapist treat- 
ing early convalescent patients who have weakness or 


*Chief, Corrective Therapy, Veterans Administration Hos- 
pital, Kecoughtan, Virginia, 
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Fig. 1 
The Adjustable Long Leg Brace 


disability of the lower extremity or extremities, makes 
it possible for the patient to stand (or be stood) on his 
feet in a good weight-bearing position for increasing 
periods of time, as well as to improve standing bal- 
ance and ambulation. There is also the tremendous 
psychological boost to the patient who has worried 
about never standing or walking again. There is no 
question of the physiological benefits of early ambu- 
lation and/or weight-bearing. Some of these are im- 
proved muscle tone and circulation of legs and trunk, 
prevention of osteoporosis of the bones, and improved 
standing balance. 

There are many and varied devices now being 
used to stand patients. Some are: the tilt tables, straps 
placed across the parallel bars, and knee-cage braces. 
With all of these, the patient cannot walk, move, or 
change the position of his feet. Secondly, in all these 
strap-supported situations, the legs do not get firm, 
well aligned support over the entire leg length and._no 
lateral support. With the adjustable braces, the patient 
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feels that he is doing the standing and not being sup- 
ported by bars or table. In many situations, an im- 
provised knee-lock brace has been used. This has 
proved unsatisfactory because so many patients have 
drop-foot conditions which make it difficult to walk 
even though the knees are locked.. 
Features of the Adjustable Long Leg Brace 

The brace (Fig. 1) is designed so that it may be 
used for many different kinds of patients, from the 
standpoint of physical stature as well as disability. 
The different leg lengths may be fitted by adjusting 
the vertical uprights, both above and below the knee. 
This is done by moving set-screws (A & B). The vari- 
ations in girth of the leg at the calf, middle and up- 
per thigh levels are adjusted by adding any of three 
sizes of clamp-on inserts, (C, D & E). The knee joint 
has a drop-ring lock (F), which may be set at varying 
angles of extension by moving a set-screw (G) for situa- 
tions in which there are knee-joint range limitations. 
The ankle joint is a Klenzak type with adjustable 
spring tension, (H). This is to compensate for drop- 
foot problems. Ankle problems, such as inversion and 
eversion are corrected by ““T” straps, (I), attached to 
both uprights. The foot paddle is large enough to ac- 
commodate a large foot and has a foot-strap for small- 
er feet, (J). The foot-paddle is metal with a plastic 
covered soft rubber lining; is curved and has a heel 
for walking. This eliminates shoe fitting problems. 
The brace has a conventional type knee pad, (K), 
with a strap which can be arranged to correct the knee 
position either medially or laterally. 
Procedures 

Some typical patients who have used the brace (s) 
with good results are: (A) J.R.—A 67 year old male 
patient with left hemiplegia complicated by general- 
ized weakness. This patient (Fig. 2) used the brace 
for six weeks. After this period, he developed sufficient 
strength of quadriceps and hamstrings so that only a 
drop foot brace was needed. 

(B) A.R.—63 year old right and left hemiplegic dis- 
abled from multiple strokes. After two weeks this pa- 
tient died, as result of a subsequent stroke. 

(C) S.B.—30 year old male patient with polio quad- 
riplegia. Patient used two braces for supported stand- 
ing for about four weeks. After this period permanent 
long leg braces were received. 

(D) S.W.—35 year old male patient with multiple 
sclerosis. Patient has used adjustable braces intermit- 
tently over one year of treatment, mostly during peri- 
ods of remission. It is not likely that he will ever walk 
independently. 

(E) F.H.—26 year old male patient with multiple 
sclerosis. Patient has continued to regress insofar as 
physical capacity is concerned, throughout the past 
year. He was initially able to ambulate up to 100 yards 
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Fig. 2 
Adjustable Brace Used by Left Hemiplegic 


with no bracing. With increasing generalized spasticity 
he needed bracing for the lowers. Patient used the ad- 
justable braces bilaterally for about one month. Pres- 
ently he is not able to ambulate even with braces due 
to increased weakness and spasticity of the upper ex- 
tremities. 

(F) G.G.—66 year old male, right hemiplegic with 
tight hip fracture (healed) and some contracture of 
both knees. Patient has used the brace to ambulate 
in bars and improved in gait and ambulation endur- 
ance, as well as improved ranges by locking knee for 
increasing periods of time. 

In all of these cases the adjustable braces served 
adequately the purposes for which they were designed. 
The braces can be adjusted and applied by a thera- 
pist in about five minutes. 

Summary 

An adjustable long leg brace which is utilized in 
the corrective therapy clinic is described. This brace 
has been used with good results for about a year. Chief 
advantages of the brace are: (1) Gives the physician 
an indication as to the practicability of ordering spec- 
ial braces for each patient; (2) Gives adequate stand- 
ing support in the early phases of physical rehabili- 
tation when immediate availability is important; (3) 
Provides an inexpensive method which obviates the 
need for purchasing braces for temporary use; (4) 
gives good results for both bed and ambulant patients 
who have contractured knees. The brace is adjusted to 
put increasing tension on the joint. 
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PHYSICAL ACTIVITIES IN THERAPY 


WILLIAM T. APPELL, Ph. D.** 


WILSON L. HUNT, Ph. D.*** 


This paper will describe, in limited fashion, one 
form of physical activity for use in therapy with neuro- 
psychiatric patients—the Relaxation and Motivation 
Technique. We shall attempt to answer some basic 
questions regarding the usefulness of this technique, 
as well as exploring some of the factors involved. 

From a historical point of view, this treatment 
method evolved from Roland’s personal experiences 
in trying to work with hospitalized schizophrenic pa- 
tients and developed into a technique of treatment. 
It is a program based on empirical findings and theo- 
retical constructions'*; having had evaluation both as 
a treatment program,’ and as an individual therapy 
technique’. It is not completely new, inasmuch as it 
involves the re-organization of many standard tech- 
niques, but it does appear to have significant differ- 
ences from many programs described in psychiatric 
literature’**"**, 

The present program has existed within the Con- 
tinued Treatment Service of the hospital. The total 
patient population of this program was forty patients 
of various schizophrenic diagnostic categories, all of 
whom were long term regressed cases. The goals of 
this therapy are first, to simplify nursing care for the 
individual patient; second, make the patient accessible 
for other forms of therapy and, third, to return the 
patient to the community. 

Since our time for collecting data was limited to 
five months, these experimentors studied this program 
through extensive observations of activities, both of 
patients and personnel, through clinical interviews 
with patients and by using a simple rating scale for 
evaluating patients’ progress. However, it must be 
realized that the Relaxation and Motivation Tech- 
nique is designed to treat the patient over an eight- 
een month period, and our evaluation occurred at the 
end of twelve months of treatment. Also, new pa- 
tients had entered the program after its starting date. 
In brief, of the forty patients studied, twenty-six re- 
ceived twelve months of therapy; three patients re- 
ceived ten, nine and eight months, respectively; nine 
patients received six months; and two patients re- 
ceived five and four months of treatment each. 


*Presented at the Second Tri-Organizational Conference, 
Atlantic City, N.J., July 23, i958. 
**Clinical Psychology Service, V.A.H. Chillicothe, Ohio. 


***Clinical Psychology Service, V.A-H. Canandaigua, New 
York. 
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For the purpose of this report, patients’ progress 
is considered on a twelve month basis, using as our 
base line the fact that these were long-term, regressed 
cases, with whom other treatment procedures had met 
with little success. 

A simple rating scale was used, having four cate- 
gories ranging from 0 to 3, and patient’s progress was 
graded within this scale. Category number 0 stood 
for failure; 1 was for patients showing some clinical 
improvement; 2 indicated that the patient was now 
able to engage in other forms of treatment, and 3 in- 
dicated that the patient had been, or was being con- 
sidered for, discharge from the hospital. Personnel 
other than the research team graded these patients. 

Our evaluation found no category 0 patients, 
seven patients in category 1, twenty-three patients in 
category 2 and ten patients in category 3. Therefore, 
we found a zero percent of patient progress failures, 
according to our criteria, in the Relaxation and Moti- 
vation unit. 17 percent of the patients have shown 
some clinical improvement; 57 percent of these pa- 
tients are now able to engage in other forms of treat- 
ment, while 25 percent have been, or are being, con- 
sidered for Trial Visit. 


'‘O-on K. Timm, Lloyd C. Ellege, Paul E. Roland and Roy 
H. Taylor, Manual for Setting Up and Operating a Clinic 
for Persuasion and Relaxation Therapy, V.A.H. Danville, 
Ill. (Unpublished). 

“Paul E. Roland, Emotional Tension as an Autistic Barrier 
Between Patient and Environment (Unpublished). 

°C. A. Cuadra, An Experimental Evaluation of the Relax- 
ation Persuasion Technique for the Treatment of Chronic 
Schizophrenia (Unpublished). 

‘Staff Members of V.A.H., Topeka, Kans., An Evaluation 
of a New Method in the Treatment and Rehabilitation 
of Chronic Catatonic Patients (Unpublished). 

‘Stanton P. Fjeld, Rubel J. Lucero and A. Rechtschaffen, 
Cross Validation and Follow-Up of a State Hospital Total 
Push Program for Regressed Schizophrenics, Journal of 

Clinical Psychology, 7:250-254, 1951. 

°M. D. Gross, Therapy in a State Hospital Regressed Ward, 

Journal of Nervous and Mental Disease, 120:324-329, 1954. 
*W. E. McCullough, Report of an Integrated Therapeutic 
Program: a Three Year Ward Experiment, The Psychiat- 
ric Quarterly, 29:280-309, 1955. 

SA. Myerson, Theory and Principles of the ‘Total Push’ 
Method in the Treatment of Chronic Schizophrenia, 
American Journal of Psychiatry, 95:1197-1204, 1939. 

°*K. J. Tillatson, The Practice of the Total Push Method 
in the Treatment of Chronic Schizophrenia, American 
Journal of Psychiatry, 95:1205-1213, 1939. 
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We do not know what results this board would 
have obtained had they examined the same number 
of chronic patients from other wards of the hospital. 
However, the patients on this program represent on- 
ly three percent of the total population of the Contin- 
ued Treatment Service. It must be considered that 
these patients were, by implication, certainly not the 
best hospital patients. Yet during the period from | 
February 1955 to 1 February 1956, which is the peri- 
od that this program functioned at the hospital, six 
percent of the patients who went on Leave of Absence 
from the Continued Treatment Service were patients 
from this activity program. Proportionately, one would 
expect only three percent of the patients to be on 
Leave of Absence and three percent of the patients 
on Trial Visit from the Relaxation and Motivation 
program, since the patients in this program represent 
only three percent of the total population of the Con- 
tinued Treatment Service. Apparently, the proba- 
bility of a patient’s going on Trial Visit or Leave of 
Absence at least doubled when the patient left anoth- 
er part of the Continued Treatment Service to enter 
this program. 

It would be better to determine expectancy or 
probability figures for each patient dependent upon 
his previous psychological condition and the particu- 
lar building in the hospital from which he came to 
this program. However, we have begun to evaluate 
a program already in progress, wherein no experimen- 
tal controls were originally in existence, nor were 
there any precise statements of the patient’s original 
condition. 

From our limited data relating to the categories 
of patients progress, it appears that the goals of this 
form of therapy are met. Again, considering that the 
objective of the program is along the lines of practi- 
cal rehabilitation, rather than the complete removal 
of basic psychopathology, it would appear that this 
form of treatment offers much to certain hospitalized 
neuropsychiatric patients. 


The limited research time only allowed the ex- 
ploration of certain factors that may be involved in 
the success of this program. We choose the items of 
“relaxation,” the leader, communication, language 
and flexibility to explore, hoping our findings would 
suggest possible research areas to other investigators. 

What “relaxation” is, how it is done, and some 
suggested rationale for its results, as well as clinical 
studies, are already described in the literature’’***. 
We have been interested in “relaxation” with a view 
to learning more about it from a variety of levels. 
Therefore, with only very limited research observa- 
tions to guide us, we will offer general statements that 
only future research can prove or disprove. 
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It has been wondered by some if “relaxation” may 
produce changes within the physiology of the individ- 
ual. To date, we have made no attempt to explore 
this area. We have noticed, however, that the process 
of “relaxation” will often produce sleep or a sleep- 
like state; how and why this state may affect the pa- 
tient being treated is unknown to us. 

We do know that “relaxation” is liked and desired 
by the patient and does seem to help the patient in 
terms of his accessibility to personnel and in terms of 
improvement in his immediate physical appearance. 
These two observations suggest that something does 
occur during “relaxation” that is probably on both 
a physiological and psychological level. 

It is possible that this technique may well fit in 
with the patient’s passive-receptive orientation, or that 
it appears as “real treatment” to the patient, again, 
that someone is directly interested in him, and possibly 
allaying his fears of both the therapist and the hospi- 
tal. In brief, the relaxation technique seems to be of 
benefit in the establishment of a close working rap- 
port between the therapist and the patient and does 
seem to benefit the patient. 

“Relaxation,” considered from the viewpoint of 
its usefulness to the therapist, raises the question that 
this technique may be of more importance to the ther- 
apist than the patient. By this we might speculate that 
a procedure of this order may aid the therapist in 
becoming more interested in the individual patient; 
or, it might provide some means of physically releas- 
ing the therapist’s anxiety concerning the patient. 

In summation, we cannot now arrive at any definite 
conclusion regarding “relaxation,” other than it seems 
to contribute to the results of the total program. 

Since we observed that the personnel of this pro- 
gram had an excellent group relationship, we attempt- 
ed to partially isolate the role of the leader, searching 
for clues to the high morale of the group. 


We found that this program had two leaders, 
both of whom have been partly responsible for the 
formation of this group. Each of these leaders, whom 
we shall call X and Y, has had a fairly separate and 
distinct role. Our data points out that leader X in- 
structs the group in techniques of therapy, takes 
charge of the over-all planning concerning the group’s 
duties and orientation, and keeps the personnel inter- 
ested in their treatment of the patients. His relation- 
ship to the group is that of a friendly nature; he is 
confident of their treatment abilities, and there seems 
to be a warm relationship between him and the ther- 


Paul E. Roland, An Exploratory Training Technique for 
the Re-Education of Catatonics, American Journal of 
Psychiatry, 105:353-356, 1948. 
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apists. While leader X does not maintain too much 
direct contact with the patient group, he is always 
aware of the progress of all of the patients in treat- 
ment, at least in a general sense. 

The role of leader Y is to keep the group work- 
ing, being always ready to point out weaknesses 
in its performance and concerning himself with ad- 
ministrative duties. He is usually quite directive in 
his attitude toward the therapists, not being as confi- 
dent in their abilities as is leader X and, in return for 
this, receives some hostility from the personnel group; 
which is not severe in nature. Leader Y has more direct 
contact with the patients than leader X but does not 
seem to know the over-all situation, in respect to pa- 
tients, as well as leader X. 

We cannot say, at this time, if it is necessary or 
not for the formation and success of an activity pro- 
gram to have two leaders within the group. We are 
rather inclined to believe so, but this is a question 
that only future research can answer. 


Our observations of the roles of the leaders led 
us to explore the area of communication within this 
program. We found two systems in operation, the 
formal method and the informal. In both systems, 
similar material is passed on, as case history material, 
patients’ progress, and administrative information. 

It would appear that the difference between the 
two systems lies not in the material but in the fact 
that by utilizing the informal method, individual ther- 
apists can communicate with other therapists or with 
either leader quickly and easily. The most used system 
is the informal one, which also appears to cause the 
least distortion of subject matter. 


While it is probably true that informal systems 
of communication in a group always exist, it appears 
that this program has encouraged and fostered its de- 
velopment, seemingly to the advantage of both per- 
sonnel and patients. Not only do patients’ actions and 
progress tend to be more easily understood to the per- 
sonnel, but we also observed that negative intra-staff 
feeling tends to diminish. Future research might en- 
deavor to discover how such development of com- 
munication can be encouraged. 

Naturally, one of the major components involved 
in communication is that of language; we became in- 
terested in language as a result of our observations 
concerning the term “regression” within case histories. 
It was found that the term tends to be used as a col- 
loquialism by the hospital staff-at-large. In our sam- 
ple of ten chronic patients now being treated within 
this activity program, we found that seven of these 


patients out of the ten have been called “regressed,” 
or have had the term applied to them as some point 
during their total hospital course. Only four out of 
these ten patients have been called regressed by staff 
physicians; the term has been mainly used for these 
patients by Physical Medicine and Rehabilitation per- 
sonnel. Even here, the term has various meanings, de- 
pending upon which of the personnel used the term. 
We noted that it is possible for a patient being seen 
by a therapist at one o'clock to be considered “re- 
gressed” and to be seen by another therapist at two 
o'clock and to be considered “improved,” all in the 
same day. It has also been noted, though not ex- 
plained, that the use of the term “regression” for our 
patients seems to center about a particular period, 

which is roughly that of 1950. 

In contrast to the use of terms with varying con- 
notation by different sections of this hospital, we ob- 
served the more careful and meaningful use of terms 
by personnel within the Relaxation and Motivation 
program. It seemed possible for the personnel to ar- 
rive at common meanings for various words that en- 
able themselves to be understood by other members 
of the group. We cannot, at this time, explain how 
meaningful language has evolved here, but might con- 
sider it as a possible development of a good working 
situation and a development that should benefit the 
patient. 

The last factor that we studied in this activity 
therapy program was that of “flexibility.” We found 
that the Roland program was extremely flexible in 
terms of its organization and its treatment methods. 
This is well illustrated in its use of treatment aims 
for patients. The aims used were designed to meet 
the needs of a particular patient, not a group of pa- 
tients. Additionally, the treatment aims were continu- 
ally changed to meet even minimum patient changes. 
It would appear that this program is so designed as 
to avoid static treatment. This flexibility may be an 
important aspect of its success with mute, negativistic 
patients who do not readily cooperate in the usual 
group activity program. 

Conclusions 

1. From our limited data and in terms of our crite- 
rion, the Relaxation and Motivation Program ap- 
pears to be of benefit to hospitalized neurospychi- 
atric patients. 

2. Only certain factors, as relaxation, leadership, com- 
munication, language and flexibility, have been 
briefly explored, although, certainly, other un- 
known factors must contribute to this program. 

3. Future research problems in this area are suggested. 


Best Wishes for a Merry Christmas 
and a Happy New Year 
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SOME PHYSIOLOGICAL EFFECTS OF PROLONGED PHYSICAL 
TRAINING IN A CHAMPION ATHLETE® 


PHILIP J. RASCH, Ph. D. 
MERLIN BRUBAKER 


One of the most serious difficulties confronting 
students of sports medicine is the lack of longitudinal 
studies. Most of the reports in the literature present 
physiological data recorded on athletes on a single 
occasion and do not include the necessary follow-up 
data for evaluating changes resulting from prolonged 
physical training. In 1948 and 1949, Cureton and his 
associates’ conducted extensive examinations on cer- 
tain athletes who had participated in the United States 
national championship and Olympic games. Among 
their subjects was Robert Richards, the famous pole 
vaulter. This information was published in detail 
and thus made available to other researchers. 


During the intervening nine years following the 
study by Cureton, Richards continued hard physical 
training for pole vaulting including considerable time 
devoted to the practice of progressive resistance ex- 
ercises. In 1957, just before becoming a professional, 
Richards permitted the writers of the following report 
to record certain data including anthroprometric 
meausrements, blood pressure and electrocardiogram. 
It is the purpose of this paper to present a comparative 
study of the data obtained in 1948-49 and in 1957 to 
ascertain the extent of physiological changes during 
that time and to evaluate the effects of prolonged 
physical training on certain anatomical and _ physio- 
logical functions. 


Procedure and Results 


At the time of examination the height and weight 
of the subject were recorded. From these physical data 
the body surface area and reciprocal ponderal index 


height in inches 








Wweight in pounds 


were computed. The anthropometric measurements 
recorded in 1948-49 and in 1957 are presented. in 
Table 1. Blood pressure readings and pulse rate were 
obtained by the standard auscultatory method, with 
the subject supine. These data are presented in Table 


D4 


*Report No. R 2-58, The Research Center, Los Angeles 
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Factor 1948 1957 Change 
Age 22 yrs. 31 yrs. +9 yrs. 
Height 69.75 in. 70.0 in. +0.25 in. 


Weight 161.00 lbs 168.0 lbs. +7 Ibs. 

Body surface area 1.88 M. 192 M. +0.04 M. 

Reciprocal ponderal index 12.82 12.69 —0.13 
TABLE 1 


ANTHROPOMETRIC MEASUREMENTS 





Systolic blood pressure 


122 mm. Hg. 
Diastolic blood pressure 76 mm. Hg. 
Pulse pressure 46 mm. Hg. 
Pulse rate 52 


TABLE 2 
BLOOD PRESSURE AND PULSE RATE, 1957 


With the subject still supine, a standard 12-lead 
electrocardiogram was recorded by means of a Bur- 
dick type EK-2 direct writing electrocardiograph. A 
portion of the electrocardiogram is illustrated in Fig. 
1, and certain measurements therefrom are presented 
in Table 3. Inasmuch as the precordial leads were not 
recorded by the same technique in the studies of 1948- 
49 and 1957, only the data from the three standard 
leads were tabulated for comparison. 


Discussion 

The minimal change in measurements was per- 
haps the most significant finding revealed by compari- 
son of the two sets of anthropometric data. Moreover, 
the subject’s general appearance showed no apparent 
physical deterioration. Both his measurements and 
general appearance add support to the opinion held 
by some authorities that regular physical activity up 
to the physiologic optimum inhibits aging and deteri- 
oration of the body.’ 

Physical examination of the subject in 1957 re- 
vealed his blood pressure to be 122 mm. of mercury 
systolic and 76, diastolic, which, according to the 
standards of Master, Dublin and Marks* is normal 
for a person of his age. His low pulse rate of 52 is not 
unusual for athletes in good physical condition. 


1Thomas Kirk Cureton, Jr., et al, Physical Fitness of 
Champion Athletes, Urbana: University of Illinois Press, 
1951. 


“Edward L. Bortz, Stress and Aging, Geriatrics, 10:93-99, 
March, 1956. 
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TABLE 3 


























ELECTROCARDIOGRAMS 
Measurement 1948 Tracing 1957 Tracing 
Lead I 
Amplitude of P wave 4 mm. 7 mm. 
Amplitude of R wave 13.8 mm. 7.0 mm. 
Amplitude of S wave —8 mm. —l1.1 mm. 
Araplitude of T wave 64 mm. 3.7 mm. 
P-R interval 18 sec 18 sec 
QRS interval .07 sec. .06 sec. 
Lead II 
Amplitude of P wave 13 mm. 2 mm. 
Amplitude of R wave 95 mm. 12.7 mm. 
Amplitude of S wave —5 mm. —5 mm. 
Amplitude of T wave 58 mm. 3.7 mm. 
P-R interval 20 sec. 18 sec. 
QRS interval 07 sec. 07 sec. 
Lead Ill 
Amplitude of P wave 15 mm. —8 mm. 
Amplitude of R wave 5.1 mm. 5.0 mm. 
Amplitude of S wave —13 mm. 0 mm. 
Amplitude of T wave —16 mm. 5 mm. 
P-R interval 20 sec. .20 sec. 
QRS interval 08 sec. .06 sec. 
ELECTROCARDIOGRAM — 1957 
Lead Vi Lead Vz Lead V3 
Amplitude of P wave —5 mm. 7 mm. & mm. 
Amplitude of R wave 10 mm 10.7 mm. 25.5 mm. 
Amplitude of S wave —11.0 mm —15.0 mm. —5.5 mm. 
Amplitude of T wave 1.1 mm. 6.9 mm. 10.7 mm. 
P-R interval 19 sec. 19 sec. 19 sec. 
QRS interval 10 sec. .08 sec. 08 sec. 
Lead V: Lead Vs Lead Ve 
Amplitude of P wave 3 mm. 3 mm. 2 mm. 
Amplitude of R wave 28.0 mm. 20.2 mm. 13.1 mm. 
Amplitude of S wave —3.3 mm. 0.0 mm. 0.0 mm. 
Amplitude of T wave 10.0 mm. 6.9 mm. 40 mm. 
P-R interval 19 sec. 20 sec. .20 sec. 
QRS interval 07 sec. 06 sec. 07 sec. 





The electrocardiogram recorded in 1957 revealed 
no unusual changes. The electrical axis of +24 de- 
grees was normal, and the amplitudes of the P, R and 
T waves were well within normal range, according to 
the standards of Burch and Winson;* likewise the du- 
ration of the P-R and QRS intervals. Although there 
was evidence of sinus arrhythmia, this is not an un- 
usual finding in the electrocardiograms of athletes. 
Bradycardia and slight positive displacement of the 
S-T segment with upward concavity in V* and V* were 
also noted. These abnormalities may be associated 
with vagotonia and are frequently present in the elec- 
trocardiograms of athletes.* There was notching of the 
P waves in leads I, V‘, V* and V*, inversion and notch- 
ing of the P waves in AVR, and notched upright P 
waves in AVL. It is the opinion of some cardiologists 
that these changes are indicative of auricular hyper- 
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trophy; however, in the absence of other clinical evi- 
dence, they do not appear to be significant. 


The P-R intervals of .18 second in lead I and .20 
second in lead III are well within the limits of nor- 
mal. Cureton and his associates reported that only 
one electrocardiogram in their series showed a P-R in- 
terval longer than .20 second, the exception being the 
tracing of Richards, with a P-R interval of .32 second.* 
However, in the reproduction of the original electro- 


*Arthur M. Master, Louis I. Dublin and Herbert H. Marks, 
The Normal Blood Pressure Range and Its Clinical Im- 
plications, Journal of the American Medical Association, 
143:1464-1470, August 26, 1950. 


‘George E. Burch and Travis Winsor, A Primer of Electro- 


cardiography, Third Edition, Philadelphia: Lea & Febiger, 
1955, pp. 270-272. 
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Portions of the electrocardiogram of Robert Richards recorded in 1957. 


cardiogram shown in their book’ the P-R interval 
was only .18 to .20 second.” The discrepancy is attrib- 
uted to a misprint.* Thus, the electrocardiogram of 
Landy with a P-R interval of .27 second, which was 
described in a previous report,’ takes on renewed in- 
terest although the significance of the long P-R in- 
terval remains obscure. 
Summary ; 
Examination of a world champion pole vaulter 
who had undergone nine years of vigorous physical 
training and competition showed no electrocardio- 
graphic changes to indicate auricular or ventricular 
strain or hypertrophy, with the possible exception of 
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minor alterations in the P waves. Anthropometric 
changes during that period were relatively minor. 
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CORRECTIVE BREATHING EXERCISES FOR PATIENTS WITH 
BRONCHIAL ASTHMA AND OBSTRUCTIVE 
PULMONARY EMPHYSEMA“ 


ROBERT J. WALSH, M.D., F.A.C.A. 


The importance of corrective breathing exercises 
in management of patients suffering from bronchial 
asthma and obstructive pulmonary emphysema should 
not be underestimated. Standardization of technique 
with strict adherence to physiologic principle can lead 
to universal acceptance of breathing exercises in clin- 
ical therapeutic procedure. 


In the above-named diseases, there is obstruction 
of the bronchial passageways that produces air trap- 
ping and overinflation of the lungs. In addition, lung 
tissues are damaged and exchange of oxygen and car- 
bon dioxide at the physiologic level is diminshed. ‘This 
paper is limted to application of corrective breathing 
exercises as they pertain to the ventilatory system 
where obstruction to airflow occurs. 


There are many reasons why breathing exercises, 
with the patient lying flat, are efficacious. With the 
body erect, the descent of the diaphragm is aided by 
downward gravity pull from the weight of the ab- 
dominal organs. ‘The same force opposes upward 
movement of the diaphragm during expiration. With 
the body in a supine position, it is different. In this 
position, the direction of force exerted by the abdom- 
inal organs is Opposite in the respiratory cycle to the 
direction of force with the body in an erect position. 
That is to say, the force operates to keep the dia- 
phragm elevated and lung volume reduced rather 
than increased. Furthermore, the inward weight of the 
chest wall in the supine position helps to reduce lung 
volume which in effect opposes air-trapping or over- 
inflation. 


From The Medical Service, Veterans Administration Hos- 
pital, Jackson, Mississippi, and the Department of Med- 
icine, University of Mississippi School of Medicine, Jack- 
son, Mississippi. 


*Presented at the Seventh Annual Scientific and Clinical 
Conference, Southeastern Chapter, Association for Phys- 
ical and Mental Rehabilitation, October 26-27, 1956, Vet- 
erans Administration Hospital, Jackson, Mississippi. Re- 
printed from Annals of Allergy 16:410-412. July-August, 
1958 with kind permission of the Editor. 
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Elevation of the diaphragm accompanying reduc- 
tion of lung volume allows wider excursion of the dia- 
phragm with resulting increased distribution and dif- 
fusion of air in the lungs. Lying flat, the patient is 
less likely to become fatigued or to develop excess ac- 
cumulation of carbon dioxide in the lungs. Moreover, 
because some patients are confined to bed, it becomes 
a necessity, from the clinical standpoint, to under- 
stand the technique of conducting corrective breath- 
ing exercises with the patient lying flat. 


To improve ventilation of the lungs by corrective 
breathing exercises, patients must be taught how to 
apply and regulate force during expiration. 


Loss of elasticity of lung structure lessens the rate 
of exchange of oxygen and carbon dioxide as a result 
of excess accumulation and stagnation of air in the 
outer regions of the lung where blood flow is great- 
est. Breathing difficulty is further increased in elder- 
ly patients because, in old age, asthma and emphy- 
sema usually occur together. In the late stages of the 
latter disease, after the lungs are permanently expand- 
ed, obstruction to air flow may become minimal but 
respiration remains markedly impaired because ven- 
tilation is not sufficient to compensate for the in- 
creased lung volume. 


At the beginning of the training program, the pa- 
tient is taught how to fill and empty his lungs so 
that he can lessen the number of attacks of short- 
ness of breath and shorten their duration. The neces- 
sity of emptying his lungs of at least as much air as 
he breathes in should be emphasized. 


In determining the length of exercise periods, 
consideration should be given to the patient's age, 
size, and physical and mental conditioning. Ordin- 
arily, the exercises last five minutes or more on morn- 
ing awakening, evening retiring, during noon rest pe- 
riod, and at the onset of and during attacks of short- 
ness of breath. 
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Interest and co-operation may be gained by tell- 
ing the patient that the tissue lining of the air sacs 
or alveoli of the lungs has a surface area twenty-five 
times greater than the body skin area, and that in av- 
erage resting respiration the alveolar tissues are in 
contact with approximately six thousand quarts of air 
and seven thousand quarts of blood in transit through 
the lungs daily. It will be further advantageous for 
the patient to know that elaborate physiologic studies 
of the interaction of the lungs and heart have been 
performed in the laboratory. These studies have 
shown that even during mild exercise, because of in- 
creased circulation of air and blood through the 
lungs, the oxygen uptake per unit of time may increase 
to twelve times that taken into the blood under rest- 
ing conditions. 


After the patient has been psychologically condi- 
tioned, his training may begin. A pillow is placed un- 
der his head and shoulders. This will raise the head 
and shoulders slightly above the base of the chest, al- 
lowing transmission of greater proportion of chest 
wall inward force toward the lung base where it can 
be most effective. A pillow is likewise placed under 
the knees to raise them slightly above the body trunk 
and to relax both abdomen and chest. In turn, better 
excursion of abdominal wall musculature and dia- 
phragm follows. Breathing both in and out should be 
through the nose. The palms of the hands are held 
against the lower-most ribs with the elbows pointing 
outward and resting flat. Inspiration is brisk and short 
and largely dependent upon quickened contraction of 
the diaphragm. Expiration is prolonged to avoid rais- 
ing the pressure of trapped air in the alveoli to an ex- 
tent that will exert check-valve-like action upon the 
bronchi and further obstruct emptying of the lungs. 
This will require practiced control on the part of the 
patient. Near the very end of expiration the abdomin- 
al muscles are gradually tightened and increasing ex- 
ternal pressure is applied by the hands, squeezing 


both sides of the base of the chest together. 


If force is controlled and the exercise is done ex- 
actly in the above manner, it will not be necessary to 
instruct the patient to create back pressure in the lungs 
by pursing his lips, whistling, hissing, or grunting 
during expiration, in order to offset possible bron- 
chial obstruction resulting from any check-valve-like 
action. 
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A separate exercise is given to enable the patient 
to gain control of and strengthen the diaphragm by 
having him breathe with a five-pound sand bag placed 
upon the abdomen. The action of the abdomen, in 
lifting the sand bag by each inspiration, imposes ex- 
tra work on the diaphragm. Except for the latter ex- 
ercise, the training program outlined may be done if 


need be, with the patient standing or sitting. 


The techniques of the foregoing breathing ex- 
ercises are particularly appealing because of their 
simplicity and efficiency in contributing to restora- 
tion of normal breathing mechanics. This in turn 
conditions patients for better exchange of oxygen and 
carbon dioxide in the lungs and for adjustment to 


increased physical activity and oxygen requirements. 


Results of the correlated data showing clinical 
improvement of patients, permit one to conclude, es- 
pecially in respect to rehabilitation, that a program 
of corrective breathing exercises is an important fea- 
ture of management. If nothing more, through under- 
standing, the patient’s fear is lessened and he is able 
to feel he is no longer entirely dependent upon drugs 
for relief, but rather that he has been shown an en- 


tirely practical method with which to combat his lung 
disability throughout his lifetime. 
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ANNUAL BUSINESS MEETINGS 


The annual business meetings of the Board of 
Governors of the Association for Physical and Mental 
Rehabilitation were held from July 20-24, 1958 at 
the Ambassador Hotel, Atlantic City, N. J. The annu- 
al meeting of the General Assembly was held on July 
22. The summary which appears below was condensed 
from the official minutes as recorded by the Secre- 
tary, Lester P. Burrowes. For the sake of simplifica- 
tion, chronology has been disregarded in an effort 
to condense material under single headings. Reports 
of committee chairmen are not included since they 
were made available to members through the June is- 
sue of the APMR Newsletter. 


BOARD OF GOVERNORS 
Treasurer's Report 


Mr. Heaslet distributed financial reports for the 
Fiscal Year 1958 to all members of the Board and pre- 
sented a step by step explanation of each item on the 
report. It was moved and seconded that a financial 
report be forwarded to each chapter president who 
would, presumably, make it available to members for 
comment. 


Vice President's Report 


The report of the first vice president relative to 
membership was read. This included several recom- 
mendations regarding the keeping of records and 
membership lists. Mrs. Stone stated in her report 
that she was unable to continue serving on the Exec- 
utive Board, and it was moved and seconded that a 
letter of commendation endorsed by the Board be sent 
to her in recognition for her many years of unselfish 
efforts and contributions to the Association as treas- 
urer, vice president and membership chairman. 


Executive Secretary 


Discussion was begun concerning the feasibility 
of employing an executive secretary on a part-time 
basis. The following committee was appointed to 
study the problem: Messrs. Denny, Heaslet, Berner, 
Devins and Burrowes. After study, the committee of- 
fered the following resolution: 


Be it resolved that we agree in principle to the estab- 
lishment and support of a part-time Executive Secretary 
for the Association, but at this time it is not practical due 
to lack of necessary funds. However, it is suggested that 
the Past President’s Council, with the assistance of the 
Secretary and Treasurer and chaired by the immediate 
Past President, be commissioned to work out @ job de- 
scription and determine the area of responsibility to be 
covered in this position. This group will then report back 
to the Board of Governors at the 1959 Convention; at that 
time the feasibility for establishment of this position can 
be reviewed and evaluated bv the Board of Governors. 
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Constitutional Changes 


The following changes in the Constitution and 
By-Laws were proposed by Arthur Landy, chairman, 
constitution committee, and approved by the Board 
of Governors: 


Constitution: Art. III—Membership. Changed to read: 
Membership in the Association shall be designated as Active, 
Student, Professional, Associate, Sustaining, Honorary, Life 
or Fellow. 


By-Laws: Art. I, Sec. 1—Membership. As above. 


By-Laws: Art I, Sec. 2h—Membership. Addition to read: 
To be a student member of the Association a person must: 


1. Be a student in an accredited School of Physical Educa- 
tion acceptable to the Association for Physical and Mental 
Rehabilitation and posses such qualifications as are pre- 
scribed by the Board of Governors. 


By-Laws: Art. I. Sec. 3a—Membership. Changed to read: 
Applicants for Active and Student Membership shall make 
application in writing on the approved and designated ap- 
plication form through an Active Member of the Association 
to the Chairman of the Membership Committee for study 
and referral to the Chairman of the Professional Standards 
Committee for final approval or disapproval. (To become 
effective July 1, 1959) 


By-Laws: Art. I. Sec. 5a—Membership. Changed to read: 
Annual membership dues in the Association shall be: $15.00 
for Active Membership; $5.00 for Professional Membership; 
$5.00 for Associate Membership; $3.00 for Student Mem- 
bership. (Latter to take effect July 1, 1959.) 


By-Laws: Art. I. Sec. 6d—Membership. Changed to read: 
Professional, Associate and Student members whose mem- 
Professional, Associate and Student members whose mem- 
bership is not renewed within sixty (60) days from date of 
expiration become delinquent and must make application 
as a new applicant to the Chairman of the Membership 
Committee. 


By-Laws: Art. I. Sec. 7a—Membership. Changed to read: 
All members of the Association shall be required to observe 
the Code of Ethics adopted by the Association. 


By-Laws: Art. 1X. Sec. 12—Standing Committees. Addition 
to read: The Scholarship Committee shall: (a) Determine 
the qualifications and criteria for our scholarship program 
in the selection of accepted applicants; (b) Coordinate with 
Executive Board on plans and projects of the Scholarship 
Ccmmittee and with the Treasurer for actual disbursement 
of scholarship funds; (c) Receive and process applications 
for scholarships through the Scholarship Committee and 
publish results and notifications of scholarship awards; 
(d) Develop the public relations process concerning the 
availability of scholarships; (e) Continue to encourage 
scholarships fund-raising activities; (f) Schedule scholar- 
ship awards to be a part of the annual conference program. 
By-Laws: Art. X. Sec. 3/—Chapters. Changed to read: An 
initial fee of ten dollars ($10.00) will accompany application 
for Charter. A Chapter fee of five dollars ($5.00) will be 
due and payable annually between January ist and 
March Ist. 


The proposal for a Fellow Membership and the 
criteria for selection were referred to the Awards 
Committee for study. 
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Future Tri-Organizational Conferences 


Considerable discussion centered about the ques- 
tion of future tri-organizational conferences. 

After initial discussion, Mr. Root moved that the 
President appoint a committee to meet with repre- 
sentatives of AART and AMRDC to discuss future 
conferences. The motion was seconded and carried. 
Messrs. Denny, Weber, Ser, Phil Davis, Deyoe and 
John E. Davis were appointed to this committee 
which, together with representatives of the other two 
organizations, worked out the following agreement 
respective to future conferences: 


TRI-ORGANIZATIONAL ANNUAL CONFERENCE AGREEMETT 


A. ADMINISTRATION 


1. The annual Tri-Organizational Clinical and Scientific 
Conference will be governed by a Convention Executive 
Committee (CEC). The CEC witli consist of the Convention 
Chairman, selected on a rotating basis by the participating 
organizations, and one member from each organization. 
The Convention Chairman will be a non-voting member 
of the CEC. Decisions of the CEC will be made by majority 
vote and be final and binding on each organization. 

2. The Convention Chairman will be responsible for the 
organization, administration and execution of the entire 
convention. He will be responsible directly and only to 
the CEC. 

3. The CEC will advise, resolve, mediate and censor all 
facets of convention business in accordance with parlia- 
mentary procedure. 

4. The CEC will appoint a Convention Treasurer who will 
be in charge of ail convention funds and will disburse funds 
under the direction of the Convention Chairman as ad- 
vised by the CEC. 


B. CLINICAL AND SCIENTIFIC PROGRAM 


1. The Convention Chairman will appoint the Program 
Chairman who will be responsible for the direction of the 
general meetings and the coordination of the section meet- 
ings. 

2. There will be a maximum of four general sessions (a ses- 
sion constitutes one-half day). 


3. Each participating organization will appoint a Section 
Program Chairman who will be responsible for the pro- 
gram of the section meetings and will coordinate them with 
the Convention Program Chairman. 


4. The program for the General Sessions will be financed 
from the general convention fund. The program for the 
Sectional Meetings will be financed by the respective or- 
ganizations. 


C. CONVENTION SITE 


1. In accordance with the agreement formulated by the 
participating organizations in 1957, the Convention Chair- 
manship will rotate between the participating organizations. 
2. The convention site will be selected by that organization 
responsible for selecting the Convention Chairman. 


D. FINANCIAL 


1. There will be established an annual convention fund. This 
fund will be advanced monies by the participating organ- 
izations. Each organization will contribute to the fund one 
dollar ($1.00) for each active voting member of the organ- 
ization based on a listing of the organization’s active mem- 
bership as of thirty days following the close of the con- 
vention each year. This listing of membership must be 
furnished to and be acceptable to the CEC. 


° 


2. All income from the convention such as registration, 
advertising, or exhibit fees, contributions, etc., will go into 
the annual convention fund. 
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3. All convention expenses will be paid from the annual 
convention fund except those incurred by the individual 
organizations for sectional meetings and other special in- 
dividual organization affairs. 


4. The original advance funds from each participating or- 
ganization will be refunded prior to the distribution of 
any profits, 


5. Any remaining profits will be shared in proportion to the 
amount of funds initially advanced. 


6. Any losses will be assumed on the same percentage as 
above. Funds to cover losses will be paid into the convention 
treasury by the participating organizations within thirty 
days after the close of the convention. 


7. It is recommended that active members of the participai- 
ing organizations who are invited to appear on the general 
session programs would not be reimbursed from the annual 
convention fund. 


E. REPORTS 


i. The Convention Treasurer will make @ preliminary report 
prior to the close of the convention. 


2. After all convention expenses have been paid, the Con- 
vention Treasurer will submit a final financial report to 
the CEC who will serve as an auditing committee. 


3. Any profits will be paid to the participating organiza- 
tions within thirty days after the CEC has approved the 
final financial feport. 


4. The CEC will give a final convention report to the presi- 
dents of the participating organizations thirty days after 
the close of the Annual Convention. 


F. CONVENTION FILES 


The policies, procedures and agreements outlined herein 
will be reviewed annually by a representative committee 
of the participating organizations and amended as needed, 
based on the recommendations and experiences of the Con- 
vention Chairman and the CEC. 


Conference Sites 


In conjunction with AART and AMRDC, the fol- 
lowing sites were selected for future conventions: 1959 
—Miami Beach, Fla. (Hotel Deauville, July 4-10); 
1960—Santa Monica, Calif.; 1961 (tentative) —Indian- 
apolis, Ind. 


President-Elect 


The President called for nominations for the of- 
fice of President-Elect. Mr. Sader nominated Norman 
N. Tenner. Dr. C. H. Young, Kenneth Dening and 
Raymond Heaslet were nominated but all declined. 
Mr. Root moved that nominations be closed; Dr. 
Young moved that a unanimous ballot be cast in fav- 
or of Mr. Tenner, and this was seconded and carried. 


Miscellaneous Business 


1. Dr. Young made the following motion relative to 
the Research Committee: “It is moved that the Re- 
search Committee resolve plans for the structuring of a 
design whereby research grants may be established, 
possibly utilizing NRA funds, etc.; the requisites es- 
sential in making such grants to individuals or groups 
and format for requesting funds.” The motion was 
seconded and carried. 
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2. The report of Mr. O’Banion concerning proposed 
APMR exhibit was read, and a sketch of the proposed 
exhibit was circulated. The Board approved plans and 
sketch of the exhibit as well as the cost ($950.00) . 

3. Mr. Fleming reported on the AAHPER meeting 
in Kansas City, March 31 in which APMR participat- 
ed. Dr. John E. Davis was the principal speaker at the 
APMR meeting. 

!. It was moved and seconded that Dr. Young’s book- 
let, “Directional Goals for Clinical Therapy Experi- 
ences” to be sold by the Association at $1.00 per copy 
be made available through the chapter presidents, Edi- 
tor of the Journal, and the Education Committee. 

5. A general and informative discussion of the Inter- 
Disciplinary Study Group, of which APMR is a par- 
ticipating member, was presented by Louis F. Manto- 
vano. This Group was begun by the American Occu- 
pational Therapy Association which invited several 
organizations interested in the rehabilitation and treat- 
ment of psychiatric patients through activity to parti- 
cipate. Primary objectives of the Group are to improve 
treatment through identifying each discipline and to 
improve relationships between the various organiza- 
tions concerned. 

6. Mr. Heaslet discussed the award presentations 
and made a motion that a return be made to the pre- 
vious system of presenting awards at the annual ban- 
quet. This motion was seconded and carried. 


7. Dr. Young moved that the committee organized to 


study the executive secretary's position also be em- 
powered to carry out any business relative to grants. 
This motion was seconded and carried. 
8. Mr. William G. Redden presented a check for $50 
to the scholarship fund on behalf of the Southeastern 
Chapter and a check for $27.50 to the general fund. 
GENERAL ASSEMBLY 

The General Assembly met at 5:30 P.M. on July 
22. The President called for the report of the Nomin- 
ating Committee which was read by Chris Kopf. The 
committee presented the following slate to the As- 
sembly: For First Vice President, Karl K. Klein and 
Kenneth Dening; For Second Vice President, Sam Bur- 
chart and George Heos; For Third Vice President, 
David Ser and Charles Castle; For Secretary, Lester 
P. Burrowes and Julian Vogel; For Treasurer, Ray- 
mond Heaslet (Norman Tenner ineligible) . The fol- 
lowing nominees asked to withdraw their names: Karl 
K. Klein, George Heos, Charles Castle and Julian 
Vogel. Nominations were then made from the floor. 
Dr. Carl Haven Young was nominated and elected to 
the office of First Vice President. Roland Gagnon and 
Kenneth Dening were nominated for the office of 
Second Vice President, and the latter was elected. 
Daniel Bennett, Roland Gagnon and John Murphy 
were nominated for the office of Third Vice President, : 
and Mr. Bennett was elected. Lester P. Burrowes and 
Raymond B. Heaslet were re-elected Secretary and 
Treasurer, respectively, by acclamation. 





VETERANS’ ADJUSTMENT TO CIVILIAN LIFE CITED 


Sumner G. Whittier, Administrator of Veterans Affairs, 
has recently reviewed the achievements of America’s 
22,700,000 living veterans. He found an outstanding record 
of adjustment to civilian life, made possible to a great 
degree by veterans’ benefits such as GI training and GI 
loans. He found disabled veterans, through VA programs of 
hospitalization and rehabilitation, making their own way 
in the world on the same terms as the able-bodied, with 
no favors asked. He found veterans leaving their mark in 
almost every walk of life—the professions, the skilled 
trades, business, industry, farming, government. 


Here are the highlights of the record, as recounted by 
Mr. Whittier: More than 10,000,000 veterans have pre- 
pared for new careers with the help of the educational 
benefits of the World War II and Korean GI Bills. 


Among them are 500,000 engineers, 250,000 school 
teachers, 170,000 doctors, dentists and nurses and 115,000 
scientists. Mr. Whittier noted that manpower shortages 
in these fields alone would be much more severe than they 
are today, had it not been for the trained veterans who 
entered the ranks. 


GI trained veterans have helped raise the entire edu- 
cational level of the United States, Mr. Whittier said. He 
cited a Census Bureau report that the average head of 
the household today has 10.4 years of schooling compared 
with only 9.years in 1950. The Census Bureau attributed 
the rise largely to the educational benefits of the two 
GI Bills. 


Two other VA programs have assisted veterans in 


meeting the challenge of readjustment to civil life—GI 
loans and GI insurance. 
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Under the GI loan program, more than _ 5,000,000 
veterans have been able to establish roots in their com- 
munities by purchasing homes of their own with VA-guar- 
anteed loans. They have set a remarkable record of meet- 
ing their GI mortgage obligations, Mr. Whittier said; VA 
has had to pay claims on only eight-tenths of one percent 
of all home loans guaranteed. 


Low-cost GI life insurance has given more than 
6,400,000 veterans the sense of security that comes in 
preparing for the care of their families should anything 
happen to them. This peace of mind is a necessary first 
step in readjustment, Mr. Whittier pointed out. 


America’s disabled veterans have fought their way 
back to productive, independent lives with notable success, 
Mr. Whittier said. Many have been helped along the way 
by VA benefits such as hospital and medical care, voca- 
tional rehabilitation training, compensation and pension 
payments and grants for automobiles and specially-designed 
“wheelchair homes.” 


Some 650,000 disabled veterans received vocational 
rehabilitaion training. According to a VA study, 95 percent 
of the rehabilitated veterans are employed; nearly all 
are using skills acquired during training, and 99 percent 
like the kind of work they are doing. 


Among the veterans is one, paralyzed from the waist 
down, who designs computers for guided missiles; another, 
without hands, who is a practicing architect; a blinded 
veteran who holds a top position in the U. S. Department 
of State, and a veteran, with both arms and both legs 
amputated, who is a successful attorney. 


Vol. 12, No. 6 





ATTITUDES—Cont’d from P. 185 


Erickson and Kubie,’ working with severe depres- 
sive cases, advocate active firmness. Toward one pa- 
tient, for instance, they intentionally copied the puni- 
tive attitude for her overly rigid, moralistic mother. It 
was only after the therapist was actively identified 
with the victorian morality of the mother that it was 
possible to persuade the patient that such views were 
no longer adaptive in the modern world of interper- 
sonal relationships. 


What are the conclusions we may draw from these 
seemingly contradictory viewpoints concerning the 
pathology, therapy, and attitudes toward mentally 
disturbed people? I believe there is an underlying 
principle and directive which can be of great value 
to each of us. If we review for a minute, we find that 
friendly interest, but non-involvement, characterizes 
the treatment of people troubled with recent upset- 
ting environmental situations. With the psychoneu- 
rotic, a directing, semi-firm attitude is advocated by 
Horney; while, with the stabilized psychotic, the set- 
ting up of pleasurable interpersonal conditions seems 
indicated. For the acutely disturbed schizophrenic, 
a directive, almost punitive, attitude seems to be rel- 
evant. Last we saw that the depressive syndromes of- 
ten may need an initial rigid, strict, moralizing atti- 
tude, later to be changed to a more reasonable, real- 
ity oriented one. What this means for us and the prin- 
cipal idea I would like to leave with you is that the 
attitude necessary for the therapist is to be flexible in 
his own attitude. Adapt yourself in terms of the needs 
of the patient and expect that these needs will be quite 
different, depending upon such things as the age, di- 
agnosis, level of regression, and personal history of 
the individual. 


I would like personally to see on every referral 
sheet a section, such as that used at the Menninger 
Clinic, where the attitude of the therapist—an attitud- 
inal prescription—is as clearly delineated as is the type 
of activity in which the patient is to engage. While 
this is not always possible, certain sources are avail- 
able to each of you: First and foremost, the ward phy- 
sician or ward psychologist, (2) staff conferences or 
treatment review boards and (3) psychological test 
data which may give some evidence of the needs of the 
patient. 


To be able to discern the needs of our patients 
and then adapt our attitudes to meet these needs in 


a consistent manner is not an easy task; but as thera- 
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ry 


pists, this is as necessary as mastery of modalities, if 
we are to achieve therapeutic success. 


“H. M. Erickson and L. S. Kubie, The Successful Treatment 
of a Case of Acute Hysterical Depression by a Return 
Under Hypnosis to a Critical Phase of Childhood, Psycho- 
anal. Quart., 10:583-609, 1941. 





From Other : 
Journals 











Edward J. Van Liere, “The Effect of Exercise on the Body.” 
West Virginia Medical Journal, 54:153-156, May, 1958. 


There is no scientific proof that physical exercise is 
beneficial, and there is a divergence of opinion among 
physicians as to its value. It is generally accepted that 
exercise increases the general muscle tone throughout the 
body and aids in the circulation of the blood. Whether it 
has a beneficial effect on the normal lung has not been 
demonstrated. Moderate exercise has little effect on either 
motility or secretion of the stomach; violent exercise may 
depress these functions. Exercises should not be counted 
upon to bring about a marked weight reduction. They may 
make a person “feel better,” but this is presumably a sub- 
jective rather than an objective matter. Physical exertion 
cannot permanently injure a normal child, but it may harm 
persons past 40 years of age. Repeated exercise will cause 
muscles to hypertrophy, produce complex changes in the 
circulatory-respiratory system, and aid an individual to 
acclimatize to altitude. 


Victor Cummings and Julian Rosenthal, “Activation of the 
Patient with Skeletal Metastic Neoplasia.” Journal of the 
American Medical Association, 168:501-503, October 4, 1958. 


In an aging population the incidence of degenerative 
and neoplastic disease must rise. The major problems in 
dealing with such patients are pain, fracture, neurological 
disability, and general inactivity. The broad aim of treat- 
ment is preservation of function to enable the patient to 
retain his independence. Every procedure and every prescrip- 
tion must be directed toward mobilization. Complete bed 
rest is to be avoided. A tilt table may be helpful. Supportive 
braces, molded jackets, plaster casts, and splints may be 
needed. This is rehabilitation, even if economic usefulness 
is excluded and the results are limited in duration. It is the 
responsibility of the physician to follow the patient through 
the training program and not relegate the supervision to a 
nurse or therapist. 








Please Patronize 


Our Advertisers 
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Mortimer Spiegelman, “Mortality Trends and Prospects 
and Their Implications.” Annals of the American Academy 
of Political and Social Science, 316:25-33, March, 1958. 


The people of the United State and of Canada have an 
extraordinary record of low mortality and high longevity. 
There is a notable excess of male over female mortality at 
every age. The death rates of the non-white population are 
still considerably higher than those of the white. Although 
some occupations involve specific health hazards, environ- 
mental influences are a more important factor. The mor- 
tality reductions have been accomplished largely through 
the control of infectious diseases. The major current prob- 
lems are cardiovascular-renal diseases, cancer, and acci- 
dents. In 1955 these three categories accounted for more 
than three-fourths of all deaths in the United States. These 
have been brought to the fore partly by the rapid growth 
of the aged population and partly by improvements in di- 
agnostic techniques. Health progress is intimately related 
to economic progress. Cancer and cardiovascular-renal con- 
ditions are largely of obscure and complex origins. Further 
reductions in mortality from these causes will flow from 
new advances in diagnostic procedures, medical therapy, 
and surgery. It seems likely that many of these disease 
factors are triggered into action by environmental influ- 
ences. 


Advances in therapy have prolonged the lives of 
persons with impairments, but this may result in a growing 
proportion of impaired lives at the older ages. The scope 
of the medical care problem is affected accordingly. There 
is an increased chance that a wife will outlive her husband, 
with a lengthened period of expected widowhood. There is 
a growing excess of females over males in the total popu- 
lation, particularly at the higher ages. The ratio of the 
population past 65 to those at the main productive ages 
(20-64 years) will rise. The effects of these changes on life 
in the United States and Canada require study. 





Marion B. Sulzberger and Aaron B. Lerner, “Suntanning— 
Potentiation with Oral Medication.”. Journal of the Ameri- 
can Medical Association, 167:2077-2079, August 23, 1958. 


The ancient Egyptians observed that derivatives of the 
plant Ammi majus Linn when combined with exposure to 
sunlight brought about re-pigmentation in certain patches 
of vitiligo. Relatively recently a physician’s wife being 
treated for vitiligo with methoxsalen, a derivative of this 
plant, observed that the tanning response of her normal- 
appearing skin was substantially enhanced. Most investi- 
gators agree that ingestion of 10 to 20 mg. of methoxsalen 
followed by exposure to sunlight within 2-4 hours will pro- 
duce some increase in normal hyperpigmentation. If the 
dosage is increased or if exposure to sunlight is too pro- 
longed, erythema, edema, blistering, and pain result. The 
drug produces a thickening and increased density of the 
stratum corneum of the skin, which retains melania. The 
possible side effects of prolonged or repeated ingestion of 
methoxsalen are not yet known. 





“A Schema for Tuberculosis Revisited,” by William B. 
Tucker. American Review of Tuberculosis and Pulmonary 
Diseases, 78:333-345, September, 1958. 


Treatment of tuberculosis includes drug therapy, steroid 
therapy, and resectional surgery of the lungs. Physical rest 
is the oldest form of treatment and has some beneficial 
influence on nearly all forms of tuberculosis. But by pre- 
scribing bed rest we deliberately un-condition the patient, 
requiring a long re-conditioning process at a later date. If 
it is permissible to treat patients with active tuberculosis 
with much less restriction of physical activity, less recondi- 
tioning is indicated. The corollary to less rest is less re- 
habilitation. It is incumbent upon us to keep an open mind 
on this point. 
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T. J. Powell and F. A. Sunahara, “A Physiologic Evaluation 
of the Flack Test.” Journal of Aviation Medicine, 29:444- 
453, June, 1958. 


In the Flack test the subject blows up a column of 
mercury to 40 mm. for as long as he can. The test does not 
seem of any value as a test of cardiovascular efficiency but 
may be of value in detecting a deterioration in emotional 
or physical efficiency. An investigation concerning the 
reason for voluntary cessation of the test showed that 
hemodynamics and changes in pOz and pCO: were not alone 
responsible. Fatigue, especially of the muscles of the thorax, 
may be responsible. 





Bertram E. Sprofkin, “Peroneal Paralysis—A Hazard of 
Weight Reduction.” AMA Archives of Internal Medicine, 
102:82-87, July, 1958. 


Crossing the legs, crouching, squatting, or kneeling may 
result in compression of the peroneal nerve against the 
femur or fibula or in stretching of the nerve. This is es- 
pecially true in the case of tall, slender, long legged per- 
sons. The superficial peroneal nerve innervates the peroneus 
longus and brevis, which evert the foot. The deep peroneal 
branch innervates the dorsiflexors of the foot and the ex- 
tensors of the toes. If its function is interrupted, a foot drop 
will result. When the common peroneal nerve is injured, 
the affected foot cannot be dorsiflexed at the ankle, the 
toes cannot be extended, and there is inversion of the foot. 
Reduction of fat may deprive the peroneal nerve of an 
element of protection. 





Trevor H. Howell, “Analysis of Falls in Old People.” Journal 
of the American Geriatrics Society, V1:522-525, July, 1958. 


It is a matter of common knowledge that old people 
are liable to fall. Falling indicates a failure of the proprio- 
ceptive system and its connections which normally main- 
tain erect posture. Clinical lesions giving rise to falls include 
(1) general muscle weakness, (2) local muscle weakness in 
the quadriceps femoris, (3) lesions of the pyramidal tract, 
(4) lesions of the posterior columns of the spinal cord, (5) 
Parkinson’s disease, (6) syncope from various causes, and 
(7) an impending deterioration in the condition of the 
patient. 





Franz Alexander, “The Next Ten Years in Psychiatry.” 
American Journal-of Psychotherapy, X1I1I:438-442, July, 1958. 


During the next 10 years we may visualize a gradual 
development in psychiatry in at least four directions: (1) 
Growing interest in the psychologic approach, leading to 
a more precise description and understanding of the psy- 
chotherapeutic process. (2) Increased emphasis on experi- 
mental study of emotional stress situations. (3) Regulation 
of the intensity of excitation in the different parts of the 
CNS by pharmacologic means. (4) Increased emphasis on 
the sociologic approach. 





BOOSTER FUND 


The following members have contributed to the 
1958 Booster Fund since the publication of the last 
list: 

Raymond L. Boda 
Joseph T. D’Orazio 
Patrick Fiore 


Louis E. Guignard 
Warren N. Landon 
Louis F. Mantovano 
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JOINT COMMISSION PUBLISHES FIRST STUDIES 


Current Concepts way 4 

What does mental health mean to you? 

This is the central question framed in the first of a 
series of ten studies to be completed by the Joint Commis- 
sion on Mental Illness and Health as part of a three-year 
study of the nation’s mental health financed by grants from 
the National Institute of Mental Health and private groups. 
Dr. Jack R. Ewalt, study director, who is also professor of 
psychiatry at Harvard Medical School and Massachusetts 
mental health commissioner. recently announced publication 
of the study. The Joint Commission, comprising 37 volun- 
tary and government agencies interested in mental health, 
will make a series of eleven reports to Congress and State 
Governors during the coming year, as provided by the 
Mental Health Study Act of 1955. 

These include studies of Current Concepts of Mental 
Health (the first), costs of mental illness (to be released 
November 6), manpower, a nationwide survey of what people 
say troubles them and what they do about their troubles, 
mental health role of schools, mental health role of religion, 
community resources, research resources, communicability 
of mental illness and psychiatric treatment of the mentally 
ill, plus a final report of findings and recommendations 
for a national program. All studies will be published by 
Basic Books, Inc., under Joint Commission sponsorship. 
About the Author 

Dr. Marie Jahoda of London, England, until re- 
cently professor of social psychology and director of the 
Research Center for Human Relations at New York Uni- 
versity, is author of the first study, concerned with the 
meaning of good mental health. In analyzing the philo- 
sophic and scientific views of experts on the nature of 
mental health, Dr. Jahoda found a variety of definite view- 
points as to what mental health is. In fact, she is led to the 
conclusion that, in the present state of knowledge, all of 
us are entitled to our own definition. As evidence of this 
fact, the published report contains a dissenting opinion 
from Dr. Walter E. Barton, Boston psychiatrist and Joint 
Commission member. . 

Dr. Jahoda was selected to do such a study, Dr. Ewalt 
explained, because his staff and advisers repeatedly ran into 
the question: “What do you mean by ‘mental health?’” 

“The need for a clearer understanding of what we mean 
by ‘mental health’ is obvious to anyone who has attempted 
to cope with the role of schools and the numerous com- 
munity agencies involved in mental health promotion, 
prevention of mental illness and other phases of the mental 
health movement now in progress in the United States,” said 
Dr. Ewalt. 

“We commonly use ‘mental health’ as a term. inter- 
changeable with ‘mental illness’, in the same euphemistic 
way that ‘public health’ generally refers to the prevention 
or control of disease by mass methods. The behavioral 
scientists who have joined the mental health team and 
are making an increasingly important contribution have 
expressed dissatisfaction with a primary focus on ‘sick 
behavior’. They argue that a new and broader perspective 
is needed.” 

Dr. Jahoda rejects either “absence of mental disease” 
or “normality” as satisfactory ways of defining mental 
health in the positive sense. 


Whereas psychiatrists generally agree on what major 
mental illness is, she says that there is “no unanimity of 
epinion” regarding milder disturbances, or in the case of 
certain character disorders and the anti-social and criminal 
personalities. Often the best working definition of mental 
illness proves to be: “A case is a person under the care 
of a psychiatrist.” 

Normality, she says, tends to become synonymous with 
the average, or what “the majority of people feel, think 
and do.” “However, the majority does many things that 
one would hesitate to call healthy,” Dr. Jahoda points out. 
Standards of normal behavior in actual fact vary with the 
time, place, culture and expectations of the social group. 

Likewise, she holds, well-being, happiness, contentment 
and satisfaction have serious limitations as standards 
of mental health: 


“In a global sense, people are considered happy if what 
they want from life is in harmony with what life offers. 
Due to events not of his own making, the individual may 


J.A.P.M.R. — NOV.-DEC., 1958 


not be able to control what life offers. To say that he must 
feel well, happy, content or satisfied under all conditions of 
misfortune or deprivation assumes a naive belief in the 
moral justice of whatever happens to him. An individual’s 
happiness about whatever happens to him can hardly be 
judged to be a good measure of his mental health. In many 
situations, it is healthier to be unhappy.” 

Is there such a thing as good mental health then? 

The scientists who have done research on the question 
obviously think so and, according to Dr. Jahoda, offer six 
pot as approaches to a definition of positive mental 

ealth: 

1. Attitudes of the individual toward himself (self- 
perception). The emphasis is on “being oneself,” and on 
seeing oneself as he is, not confusing ideal self and real self. 

2. Achievement of one’s potentiality for growth and 
Gevelopment (self-actualization). Mental health is seen as 
the product of striving for self-realization—of becoming 
what one can be. 

3. A pulling or tying together of all functions in the 
indivdual’s personality (integration). The integrated per- 
sonality, has an internal psychic balance and unifying 
philosophy that gives life purpose and meaning, and hence 
considerable tolerance for stress, anxiety or frustration and 
a capacity of resilience or ability to recover from setbacks. 

4. Individual’s degree of independence from social in- 
fluences (autonomy). The autonomous individual accepts 
parts of his environment and rejects others; he is able to 
“be himself” and yet be part of “something greater than 
himself.” 

5. How the individual sees the world around him (per- 
ception of reality). Such perception is healthy when the 
individual sees what is really there, or what he sees is not 
distorted by some inner need, or he has a sense of how 
cthers feel. 

6. Ability to take life 4s it comes and master it (en- 
vironmental mastery). Here success becomes the goal and 
adaptation a means to success. Ability to love, work, play, 
solve problems and meet the requirements of any situation 
are necessary. 

Each definition presents one complication or another 
in applying it to everybody, Dr. Jahoda indicates. 

She warns that in speaking of 4 person’s mental health 
it is advisable to distinguish between attributes and actions. 
The individual, she Says, may be classified 4s more or less 
healthy in a long-term view of his behavior (his enduring 
attributes), or his actions may be regarded as more or less 
healthy in a short-term situation (appropriate under the 
circumstances). 

Thus a person man be mentally healthy in one way 
end not in another. For instance, take the case of @ man 
who is devoted to his work, tremendously successful and 
respected by his profession. By resolving all conflict be- 
tween family life and work in favor of work he may not 
be a devoted, successful and respected husband and father. 
By one standard, he receives a clean bill of health; by an- 
other, he is lacking in health. 

Dr. Jahoda observes that the one value in American 
culture compatible with most approaches to a definition 
of good mental health appears to be this: An individual 
should be able to stand on his own two feet without mak- 
ing undue demands or impositions on others. This might 
be regarded as a minimum definition, though Dr. Jahoda 
hastens to point out: 

“In the present state of our knowledge perhaps it 
would be best to conclude that there are various types of 
mental health and that multiple standards can be applied 
to each. The genius and the moron and the average man 
may each have his own type of mental health.” 

In any event, the study emphasize that a national 
program against mental illness and for mental health does 
not depend on acceptance of a single definition and need 
not wait for it. A great deal more research is needed, 
Dr, Jahoda concludes. 


Dr. Barton, expressing a typical medical viewpoint, 
dissents from rejection of the absence of illness as a 
criterion of mental health: 

“Conceptually, it is difficult to see how a national pro- 
gram to reduce mental illness and increase mental health 
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can be operated on any other base line than a straight 
one. In this continuum, illness is the point of departure 
and health is the goal. We work away from one and toward 
the other. 


“If we had solved, or even partially solved, the prob- 
lems of preventing or treating major @nd minor mental 
illness, we could then justifiably concern ourselves with 
the issue of superlative mental health, or the degrees of 
goodness in good mental health. Unfortunately, we still 
have far to go in reducing illness. This is a practical con- 
cern, rather than @ theoretical one.” 

Commented Dr. Ewalt: 


“The object of our national mental health study is 
to disclose a course that will lead the American people to 
the improvement cf their mental health. This could be 
done, logically, through more successful treatment of the 
mentally ill or through demonstrating opportunities for 
increased mental health among the many persons whose 
behavior is within the normal range 4nd yet who do not 
achieve their fullest capacity for life satisfactory to them- 
selves, their immediate associates or their communities. 
Or, it could be done through both approaches simulta- 
neously, if both are feasible.” 


Economics of Mental Illness Study 

The total direct and indirect costs of mental illness 
in the United States can be safely assumed to be in excess 
of three billion doliars a year, according to Dr. Jack R. 
Ewalt, director of the Joint Commission on Mental Illness 
and Health. 


Dr. Ewalt bases this estimate on a study of the 
Economics of Mental Illess made by Dr. Rashi Fein, as- 
sociate professor of economics of the University of North 
Carolina. The report was published recently by Basic 
Books, Inc., under the sponsorship of the Joint Commission, 
a group of 37 voluntary and government agencies making 
a three-year national] mental] health study. 

The Fein report is the second of a series of ten studies 
to culminate next year in a final report of findings and 
recommendations for a national mental health program. 

Dr, Fein approaches the problem from two standpoints, 
direct costs and indirect costs. Direct costs are the actual 
public and private expenditures for the care of the mentally 
ill, plus expenditures for mental health research. Indirect 
costs, the hidden expense of mental illness, are calculated 
in annual loss of production and income and in loss of 
future earnings. 

He estimates the direct costs of mental illness at more 
than 1.7 billion dollars a year, but specifies that this is 
an understatement because certain known items of direct 
costs have not been reported. The largest category in this 
total is for care of patients in public mental hospitals, in- 
cluding Federal, state and county: nearly one billion dollars. 

The 1.7 billion includes an estimate of 100 million dol- 
lars as the probable minimum cost of private psychiatric 
care, based on the gross income of psychiatrists in full- 
time private practice. It does not include the cost of care 
of patients with mental illness by general practitioners 
and specialists in internal medicine, believed to lie in the 
range of 241 million to one billion 205 million dollars. Reli- 
able information on the amount of time these two categories 
of physicians devote to the mentally ill is not available. 
Likewise, there is no information on income from part-time 
practice of psychiatry. 

Dr. Fein estimates that patients resident in State and 
county mental hospitals and psychopathic hospitals in one 
year lose 325,000 labor-force years with a dollar value of 
more than 728 million dollars. This is the indirect cost, 
with the greatest loss being centered in the age group 
25 to 34. 

Hence, the totai direct and indirect costs per year are 
computed to be 2.4 billion dollars—1.7 plus .7 billion. This 
is a bare minimum estimate in view of the known items 
that cannot be calculated accurately. 

“The total does not include private medical costs other 
than full-time private psychiatric costs,” commented Dr. 
Ewalt. 

“Judging from the discussion of low and high estimates 
of the cost of private medical care for the mentally ill, 
allowing for the fragmentary nature of the information 
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in this and in other directions, and fully realizing that 
certain omitted categories of costs cannot be estimated, the 
total direct and indirect costs of mental illness in the 
United States may be safely assumed to be in excess of 
three billion dollars a year.” 


He further commented: 


“We already knew that the data necessary to give all 
the answers about costs did not exist, but we believed an 
economist might be able to show us the routes to the in- 
formation that would provide answers to such questions as 
how much does mental illness cost the people of the United 
States, how much would it cost to provide the highest 
possible standard of care for the mentally ill, can we afford 
these added costs, could greatly increased expenditures be 
justified from an economic as well as humanitarian view- 
point, and where is the money coming from? 


“The essential value of Dr. Fein’s study is to provide 
sound methods of computing the costs of mental illness. 
On this basis, his report should be of lasting value.” 


The following summarizes some of Fein’s conclusions: 

He warns against an economic approach that holds 
large direct costs as undesirable and something to be 
eliminated, pointing out that the primary purpose of non- 
profit institutions is not to make a profit but to provide 
service and that, even in profit-making enterprises, costs 
need be minimized only to what is consistent with a given 
level of production. 


In determining what should and can be spent for 
mental illness out of existing resources, he recommends 
that the following economic reasoning is appropriate: 

The only meaningful concept is that total costs com- 
prise both direct and indirect costs. The nation bears the 
cost of mental illnes whether it finances the direct costs 
or not. Economic considerations do not necessarily concern 
themselves with human or ethical values, but it is possible 
that increases in direct costs may reduce total costs. Meas- 
ures reducing indirect costs are welcome, even though they 
may add to direct costs. 


Dr. Fein refrains from attempting to tell legislatures 
where to find the money to meet the needs of mental illness 
as Well as all other public needs, but suggests that an eco- 
nomy can afford to spend whatever it desires to spend. All 
that is necessary to spend more on one thing, he says, is 
to spend less on something else. What will be spent depends 
on the tax rate and the value system we embrace. The 


public and its leaders must make the choice. 





SOUTHERN GROUP SPONSORING AID 
TO MENTAL RETARDATION FIELD 


The Southern Regional Education Board has recently 
formed a Panel on Mental Retardation which will advise 
and assist the staff of the Board in determining ways and 
means whereby professional and technical training and 
research in the field of mental retardation can be increased 
and improved. The Panel membership is representative of 
educational and administrative responsibility and concern 
for the field as well as the major disciplines concerned with 
mental retardation. 


Plans are under way for an intensive survey and an- 
alysis of present needs for trained personnel in the Southern 
region and present provisions for meeting these needs. 
Research in mental retardation is to be studied intensively 
as a part of a region-wide survey in mental health and 
behavioral science. 


The mental health program of the Board includes 
sponsorship of research conferences and the administration 
of a grant from the NIMH for the purpose of allowing 
personnel of institutions for the mentally ill or retarded 
of the Southern region to visit other parts of the country 
to study new ways of performing their jobs. Personnel may 
stay up to four weeks at a cost of $500.00 under this pro- 
gram. 
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Book Reviews 








“Panic and Morale,” edited by Iago Galdston. (New York: 
International Universities Press, Inc., 1958. 340 pp. $5.00) 


This book is based upon the proceedings of several con- 
ferences on the nature of panic and morale—the latest 
one in 1954—under the joint auspices of the New York 
Academy of Medicine and the Josiah Macy, Jr. Foundation. 
The participants represent the fields of medicine, psycho- 
analysis, cultural anthropology, social psychology, political 
science, radio broadcasting, etc. 


G. M. Gilbert, clinical psychologist, discusses his exper- 
iences with panic in Germany, where he had occasion to 
examine many of the leaders and to observe mass behavior. 
Relating his findings to our own country, he cites the 
possibility of our panicking ourselves into a war, as well 
as that of reacting with panic in the adjustment to an 
unexpected period of peace. 


For those whose concept of morale is limited to its mili- 
tary meaning acquired in the last century—“If something 
was wrong with the general attitude of military troops 
we spoke of bad morale. If mood and discipline were all 
right, we spoke of good morale.”—this book should raise 
many questions concerning the broader implications of 
morale. Hans Zetterburg, research associate to the Con- 
ference, offers one definition of morale as “a disposition 
to act together toward a goal.” 


In his resume Galdston envisages morale as “an aspect 
of the carrying on of the business of living—and doing 
it effectively.” He continues that good morale involves 
the cultivation of and the freedom to exercise one’s com- 
petence in dealing effectively with life’s inescapable obsta- 
cles. Since it is necessary for effective operation that the 
individual should be capable of orienting himself to the 
environment, and, since he achieves this by communication, 
it must follow that the less limited the communication 
the greater the competence of the individual to deal with 
the obstacles and the challenges of life. “Open communi- 
cation promotes awarenes, recognition, and knowledge of 
invasive aggressiveness, our own as well as the other 
fellow’s.” Such awareness appreciably reduces the danger 
of panic. The hypothesis about morale promotion is strongly 
refuted by those who see morale maintained by protecting 
one’s group from unpleasant news and limiting the spread 
of discontent through the control of communication. 


Of particular interest to readers of this Journal are 
the discussions on therapist-patient morale and institu- 
tional morale. 


CTS 


“Applied Muscle Action and Co-Ordination,” by Kathleen 
I. McMurrich. (Toronto: University of Toronto Press, 1957. 
92 pp. $3.75) 

This little book is designed to equip the occupational 
therapist with an elementary knowledge of kinesiology. 
In general it breifly and non-technically describes the 
most prominent muscles, their surface anatomy, pathology, 
and craft skills which may be used to aid in their rehab- 
ilitation. It is the author’s contention that if a therapist 
has a good knowledge of muscle action she can develop 
her own techniques for the restoration of muscular strength 
and power. This is sound, but the greatly oversimplified 
description of muscle action is based on the premise that 
the therapist remembers the origins and insertions of the 
muscles and the course and distribution of their nerve 
supply from her earlier studies. This leads to a difficulty: 
if a therapist knows her kinesiology, she does not need a 
text of this kind; if she does not know it, she still does 
not need such a text—she needs a text on kinesiology. 
Where a text such as this will be used is not at all clear. 

PJR 


J.A.P.M.R. — NOV. - DEC., 1958 


Margaret Hollis and Margaret H. S. Roper, “Suspension 
Therapy in Rehabilitation.” (Baltimore: The Williams & 
Wilkins Company, 1958. 220 pp. $6.00) 


Suspension therapy is one of the subjects included in 
the curriculum recommended by Muss and Mason for the 
training of corrective therapists (this Journal May-June, 
1958) and it is probable that most corrective therapists 
have had some contact with it. It is apparently used much 
more extensively in Great Britain than in the United 
States. 


This text is the first the reviewer has seen which is 
entirely devoted to the subject. Part I deals with the 
history and description of the apparatus and its application 
to movements of the various parts of the body. Part II 
is concerned with the use of the apparatus in the treat- 
ment of various pathological conditions—orthopaedic, 
rheumatic, paraplegic, amputation, geriatric, and nervous 
disorders. Each chapter in this part is written by a differ- 
ent author or group of authors. The text is profusely 
illustrated with photographs and drawings. An index is 
included. However, the material presented is all favorable 
to the technique; an objective consideration of its values 
and limitations would have greatly improved the book. 
Citations to the literature are almost completely lacking; 
for instance such a standard text as Dening, Deyoe and 
Ellison’s Ambulation: Physical Rehabilitation for Crutch 
Walkers is not even listed in the section dealing with 
crutch walking. 


Rising on the toes is presented as a second class lever, 
with no consideration of the fact that Kranz and other 
kinesiologists have stated that there are no second class 
levers in the body. Descriptions are given of methods of 
measuring muscle power, but it is clear that power cannot 
be ascertained by any of the means described. The use of 
the term elsewhere in the text suggests that the authors 
have confused it with strength. They might profitably 
review Cook’s “The meaning of ‘Strength’ in Physical 
—-* abstracted in this Journal January-February, 
1955. 


The book is definitely useful as a handbook for those 
confronted with the practical problems of utilizing sus- 
pension therapy and should be in every hospita] library. 
pa eg it does not qualify as a definitive text on the 
subject. 
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“Prodigal Shepherd,” by Father Ralph Pfau and Al Hirsh- 
berg. (Philadelphia: J. B. Lippincott Company, 1958. 250 
Pp. $3.95) 

This is a well-told story about the problems and cure of 
alcoholism. It develops an understanding of and an appre- 
ciation for the difficulties which beset the compulsive 
drinker. It is made quite clear, among other things, that 
an alcoholic is a neurotic personality. The leading character 
—not always a sympathetic one—is a Catholic priest, but 
Alcoholics Anonymous, and not the Church, is revealed 
as the key for handling the problem. Once the reader has 
begun this book he is not likely to put it aside. And having 
read it, he may give more than a passing thought to the 
— social occasion which calls for more than two Man- 

attans. 


NWF 


A Search for Man’s Sanity—“The Selected Letters of Trigant 
Burrow.” (New York: Oxford University Press, 1958. 615 pp. 
$8.75) 


This series of letters reveals the “life story” of a great 
and respected psychologist. If there is less of the academic 
tone in his letters than in Burrow’s professional writings, 
this is to be expected. In reading these letters one cannot 
escape the reserve, love, passion, pride, and humility of 
this man who finds time to write to taxi drivers and 
learned scholars alike. This book will leave the reader 
with an appreciation for a life which was dedicated to 
writing and research, but which found time for friends 
and family. 


NWF 
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“Games of the Orient: Korea, China, Japan,” by Stuart 
Colin. (Rutland: Charles E. Tuttle Company, 1958. 177 pp. 
$3.75) 


In 1895 the University of Pennsylvania published 
Colin’s “Korean Games, with Notes on the Corresponding 
Games of China and Japan.” Since the original edition 
was limited to 550 copies, it quickly became a collector’s 
item. His book has now been reprinted by Tuttle under 
a new title, one which the publishers feel is more descrip- 
tive of its contents. The text covers everything from dom- 
inoes to wrestling. It should be of particular interest to 
cultural anthropologists, but may give recreation thera- 
pists and grammar school teachers some new ideas for 
entertaining those in their charge. The book is profusely 
illustrated with drawings and is provided with a General 
Index and separate indices to Korean, Japanese, and 
Chinese names. 


PJR 
DANCE THERAPY GROUP SURVEYS THE FIELD 


Although there does not seem to be a demand for 
many full-time dance therapists, there are many oppor- 
tunities for persons with recreational therapy, occupational 
therapy and music therapy backgrounds to incorporate 
dance therapy into the activity program of the mental 
hospital. This was one of the conclusions of a survey con- 
ducted by the dance therapy study committee of the 
national section on dance, a division of the American 
Association for Health, Physical Education and Recreation. 


According to the survey, most dance therapists have 
gained their therapeutic training through experience or 
observation and informal study with Marian Chace of 
St. Elizabeth’s Hospital. Although all types of dance have 
been used by therapists, modern dance, according to the 
survey, has been found to be the most applicable to the 
therapy situation. Respondents referred to this modality by 
such terms as “unstructured movement experiences, free 
expression, basic movement, creative dance, dance move- 
ment in general, free dance, and interpretive,” as well as 
by the term modern dance. A synthesis of the responses 
of respondents concluded that “dance is therapy when it 
is used as a carefuly guided tool to produce desirable 
physiological, emotional or behavioral changes in the parti- 
cipants. These changes are in the nature of alleviatior or 
correction of physical difficulties or deformities, release 
of tension, expression of feelings, resocialization, reality 
contact, increased self-awareness, awareness of others, 
self-acceptance and acceptance of others.” 


The committee concluded that a person interested in 
training for this field should have a broad background in 
all types of dance, particularly modern dance and dance 
education, and studies in anatomy, correctives, kinesiology, 
physiology, basic phychology, group work, social sciences, 
group dynamics, music, drama, and orientation courses 
in rehabilitation. 


TRAINED PROFESSIONALS OFFERED OPPORTUNITIES 
TO PRACTICE SKILLS IN SERVICE TO THE BLIND 


There is a growing need for professional workers in 
service to the blind. Expanded and improved programs 
require increased numbers of social workers, counselors, 
therapists, teachers, psychologists, vocational trainers, 
nurses, and other trained workers. Yet, some well-prepared 
professionals hesitate to enter the field owing to lack of 
knowledge of and experience with blind persons. 


In an effort to encourage personnel already prepared 
in their own disciplines to enter service to blind persons, 
the Industrial Home for the Blind, in cooperation with the 
Office of Vocational Rehabilitation, is offering a 20 week 
training program designed to help trained persons to learn 
to apply their skills to service to the blind. Under this 
program, members of various professions are provided with 
field and didactic experiences, emphasizing the needs of 
blind persons and how these needs may be met by the 
various professions. 


Each student spends full-time in the program and 
receives a traineeship grant. Among the experiences pro- 
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vided is supervised field work conducted under individual- 
ized leadership by a member of the student’s own discipline. 
In addition, students take graduate level courses provided 
under the sponsorship of a recognized local college. These 
basic experiences are supplemented by field visits, lectures 
on eye conditions, instruction in communications methods 


and skills of daily living, and case conferences. The program 
is tuition-free. 


All the facilities of the Industrial Home for the Blind 
are made available to students, including the Long Island 
Rehabilitation Center for Blind Persons, two special work- 
shops, group and recreation program, low vision clinic, 
psychological laboratories, social work programs, nursery 
school, a specialized rehabilitation library, and a compre- 
hensive community education program. Further details may 
be obtained by writing to Dr. Herbert Rusalem, Director 
of Professional Training, Industrial Home for the Blind, 
57 Willoughby Street, Brooklyn 1, New York. 








BROOKLYN MAN WINS 
ASSOCIATION SCHOLARSHIP 


Sam Arnbender of Brooklyn, N.Y. has been 
selected as the recipient of the annual scholarship 
award of the Association for Physical and Mental 
Rehabilitation. The award provides a $500 scholarship. 
Mr. Arnbender plans to complete his studies in Health 
and Physical Education at Adelphi College, Garden 
City, Long Island after which time he expects to be 
eligible for certification in corrective therapy. 
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Procaine End Pilate Potential, Proper- 

ties of (Furukawa, T.) 1:22, Jan. 

Stress and Disease: a Review of 
Principles (O’Neill, D.) 5:167, Sept. 

Play 

Play, Theory of, a Contribution to 

(Alexander, F.) 5:167, Sept. 

Psychiatry 

Psychiatry, the Next Ten Years in 
(Alexander, F.) 6:200, Dec. 
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and Culture (Opler, 

M. K.) 2:65 March. 

Psychology 

Humours, Modern 4:138, July. 

Rheumatoid Arthritis, Psychological 
Aspects of (Cormier, B. M., Witt- 
kower, E. D., Marcotte, Y. & Forget, 
F.) 1:21, Jan. 

Science Fiction: a New Mythos (Ber- 
nabeau, E. P.) 2:64, March. 

Sensory Deprivation and the Human 
Mind (Solomon, P.) 4:138, July. 

Psychosomatic 

Diseases that may not Exist (Lentan, 
M. E.) 3:101, May. 

Sudden Death in Animals and Men 
(Richter, C. P.) 2:65, March. 


— 


Urology 

Exercise, Renal Response to — Uri- 
nary Findings (Alyea, E. P. & Parish, 
H. H..) 5:167, Sept. 

Urinary Findings in College Athletes 
Following Contact and Non-Contact 
Sports (Morgan, J. L., Tidwell, B. D. 
& Ryan, E. J.) 4:138, July. 


ARTICLES 


— 

Amputees 

Amputees, Below-Knee, Quadriceps 
Exercising Device for (Bilowit, D. 8.) 
3:95, May. 


— 


Cardiac 

Cardiac Patients, Convalescing, Home 
Exercises for, Pt. 2 (McCloy, C. H.) 
1:5, Jan. 

Cardiovascular Condition in Normal 
Humans, Nature of, (Cureton, T. K.) 
Pt. 2, 1:8, Jan.; Pt. 3, 2:41, March; 
Pt. 4, 4:113, July. 

Corrective Therapy 

Attitudes in Therapy (Davis, J.E. Jr.) 
6:184, Dec. 

Corrective Therapist, Training of the 
(Van Schoick, J.H.) 6:181, Dec. 

Physical Activities in Therapy (Appell, 
W.T. & Hunt, W.L.) 6:188, Dec. 

Corrective Therapy, Student Trainees 
in, Proposed Outline for (Muss, I & 
Mason, E. W.) 3:88, May. 

eis 

Devices 

Brace, an Adjustable Long Leg Brace 
for Use in Rehabilitation Centers 
(Daniels, L.W.) 6:186, Dec. 

Device, a ‘Heelcord’ Stretching (Bilo- 
wit, D. S.) 4:137, July. 

Device, Quadriceps Exercising, for 
Below-Knee Amputees (Bilowit, 
D. 8S.) 3:95, May. 

Protractor, Fixed, Use of, for Measure- 
ment of Canes and Crutches (Good- 
sell, V. D.) 3:97, May. 


= 


Education 

Research Design for Acceleration of 
of Professional Competence and 
Status, a (Young, C. H.) 5:149, Sept. 

Student Trainees in Corrective Ther- 
apy, Proposed Outline for (Muss, I 
& Mason, E. W.) 3:88, May. 

Workshop Method in Education, the 
Morgan, C. W.) 5:157, Sept. 

Exercise 

Cross Transfer Phenomenon and the 
Indviduality of Progressive Strength 
Gains in Post Injury Problems of 
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the Knee (Klein, K. K.) 5:154, Sept. 

Exercises, Corrective Breathing for Pa- 
tients with Bronchial Asthma and 
Obstructive Pulmonary Emphysema 
(Walsh, R.J.) 6:194, Dec. 

Exercise, Effects of, on Reduction of 
Body Weight (Evans, J., Ellison, L. 
& Capen, E. K.) 2:56, March. 

Exercises, Home, for Convalescing 
Cardiac Patients, Part 2 (McCloy, 
C. H.) 1:5, Jan. 

Exercise, Progressive Resistance, Stud- 
ies in: a Review (Rasch, P. J.) 4:125, 
July. 

Exercise Therapy (Salter, N.) 2:50, 
March. 

Isometric Contraction as a Training 
Technique, an Observation on 
(Wickstrom, R. L.) 5:162, Sept. 

Geriatric 

Continuing Care Patient, the Long 
Term (Rosenberg, L.) 4:131, July. 


= 


Physical Fitness 

Cardiovascular Condition in Normal 
Humans, Nature of, (Cureton, T. K.) 
Part 2, 1:8, Jan.; Part 3, 2:41, 
March; Part 4, 4:113, July. 

Physical Fitness Test for Domiciliary 
Members (Porterfield, J., Daniels, 
L. W. & Smith, O. H.) 1:13, Jan. 

Physiology of Exercise 

Body Build of US. Free Style 
Wrestlers, Indices of (Rasch, P. J.) 
3:91, May. 

Physiological Effects, Some, of Pro- 
longed Physical Training in a Cham- 
pion Athlete (Rasch, P.J. & Brubak- 
er, M.) 6:191, Dec. 

Physiology of Exercise, Clinical Stud- 
ies in (Jokl, E.) Part 1, 3:86, May; 
Part 2, 5:160, Sept. 

Psychiatric 

Adjunctive Therapy, Present-Day, in 
a Hospital Setting (Crawshaw, R.) 
1:17, Jan. 

NP Hospitals, PM&R Treatment Aims: 
a Simplification (Cowden, R. C. & 
Hannon, R. G.) 2:60, March. 


= a 
Rehabilitation 


Community Treatment Center, Co- 
operative Plan for (Hazelton, F. T.) 
3:83, May. 

Continuing Care Patient, the Long 
Term (Rosenberg, L.) 4:131, July. 
Rehabilitation, A National Resource 

(Casberg, M. A.) 3:79, May. 

Rehabilitation, ‘Disability’ and ‘Handi- 

cap’ in (Brent, S. Z.) 3:96, May. 

Rehabilitation Program at Camp 
American Legion (Root, L. M.) 4:134, 
July. 

Research 


Cross Transfer Phenomenon and the 
Individuality of Progressive Strength 
Gains in Post Injury Problems of the 
Knee (Klein, K. K.) 5:154, Sept. 

Exercise, Effects of, on Reduction of 
Body Weight (Evans, J., Ellison, L. 
& Capen, E. K.) 2:56, March. 

NP Hospitals, PM&R Treatment Aims: 
a Simplification (Cowden, R. C. & 
Hannan, R. G.) 2:60, March. 

Research Design for Acceleration of 
Professional Competence and Status, 
a (Young, C. H.) 5:149, Sept. 

Research Project, First Steps in Begin- 
ning a (Griffith, R. M.) 5:163, Sept. 





BOOK REVIEWS 


ar Se 

Anatomies of Pain (Keele, K.D.) 2:66, 
March, 

Anatomy and Physiology from the 
Greeks to Harvey, a Short History 
of (Singer, C.) 2:66, March. 

Anatomy, Human, Textbook of (Ham- 
ilton, W. J.) 2:66, March. 

Artificial Limbs 1:25, Jan. 

Artificial Limbs, Autumn 1957, 4:140, 
July. 

Athletes, College, Longevity and Mor- 
bidity of (Mantoye, H.) 3:103, May. 
Athlete, High School, Protecting the 
Health of (Ryan, A. J.) 5:171, Sept. 
Athletic Training, Scientific Basis of 
(Morehouse, L. E. & Rasch, P. J.) 

3:102, May. 
— 

Behavior, Social, Scientific Study of, 
the (Argyle, M.) 3:103, May. 

Bracing, Functional, of the Upper 
Extremities (Anderson, M, H.) 4:140, 
July. 

Burrow, Trigant, the Selected Letters 
of—A Search for Man’s Sanity. 6:203 
Dec. 

adieu 

Carbon Dioxide Therapy (Meduna, 
L. J.) 5:170, Sept. 

Casting and Angling (Smith, J. W.) 
4:140, July. 

Cerebral Palsy, a Primer of (Russ, 
J. D. & Soboloff, H. R.) 5:170, Sept. 

Cerebral Paisies, the Infantile (Col- 
lis, E., Collis, W. R. F., Dunham, W., 
Hilliard, L. T. & Lawson, D.) 1:26, 
Jan. 

Chronically Ili, the (Fox, J.) 1:25, Jan. 

Coaching, Scientific Principles of 
(Bunn, J. W.) 5:171, Sept. 

Corrective Therapy for the Handi- 
capped Child (Stone, E. B. & Dayton, 
J. W.) 3:103, May. 

Crafts, Indian Life, Book of (Norbeck, 
O. E.) 3:104, May. 

Crime and Insanity (Nice, R. W.) 
5:172, Sept. 

= 

Deafness, Mutism and Mental Defici- 
ency in Children (Minski, L.) 3:104, 
May. 

Defend Yourself (Grover, J.) 4:141, 
July, 

Durchblutungsstoerungen, Begutach- 
tung Peripher (Paessler, H. W. & 
Berghaus, H.) 5:170, Sept. 

a we 

Fat Consumption and the Coronary 
Diseases (Cleave, T. L.) 4:140, July. 

Fear: Contagion and Conquest (Molo- 
ney, J. C.) 2:67, March. 

First Aid Afloat (Sheldon, P. B.) 1:27, 
Jan, 

First Aid Textbook 1:27, Jan. 

Fitness of American Youth 3:103, May. 

a 


Games of the Orient: Korea, China, 
Japan (Colin, S.) 6:204, Dec. 

Geriatrics, Preventive 4:139, July. 

— = 

Handicapped, the and their Rehabili- 
tation (Pattison, H. A.) 1:26, Jan. 

Handicapped Boys, Scouting With 
4:139, July. 

Hangover, the (Karpman, B.) 1:26, 
Jan. 

Harvey, William (Chauvois, L.) 3:102, 
May. 
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Health Education and Physical Educa- 
tion, Administration of (Williams, 
J. F., Brownell, C. L. & Vernier, 
E. L.) 5:172, Sept. 

Heart Disease, Clinical (Levine, S. A.) 
4:139, July. 

Hypnography (Meares, A.) 4:141, July. 

vulline 

Judo, Complete Guide to 
R. W.) 5:171, Sept. 

Judo, the Technique of (Takagaki, S. 
& Sharp, H, E.) 2:67, March. 

Keep Fit and Like it, How to (Stein- 
haus, A.) 3:104, May. 

Koerperbehinderte, Fuersorge fuer, 
Jahrbuch der, 1958 5:171, Sept. 

= 

Life Saving—Instructor’s Guide (Rob- 
ertson, D. H. & Russel, C. W.) 4:141, 
July. 


(Smith, 


= = 

Medical Electrical Equipment 
loy, R, E.) 5:172, Sept. 

Medical Interview, the (Meares, A.) 
1:26, Jan. 

Medical Schools, Appraisal of Appli- 
cants to (Gee, H. H. & Cowles, J. T.) 
4:141, July. 

Medicine, Experimental, Introduction 
to Study of (Bernard, C.) 5:171. Sept. 

Medicine, Hippocratic - its Spirit ana 
Method (Heidel, W.A.) 1:27, Jan. 

Mental Health, Better, Steps for To- 
day Toward 3:103, May. 

Muscle Action, Applied, and Coordin- 
ation (McMurrich, K.I.) 6:203, Dec. 


(Mol- 


= 

Neuroses, the and their Treatment 
(Podolsky, E.) 4:141, July. 

No Man Stands Alone (Ross, B. & 
Abramson, M.) 2:66, March. 


— = 
Origami - Japanese Paper-folding 
(Sakade, F.) 3:102, May. 


— 


Panic and Morale (Galdston, I.) 6:203, 
Dec. 


Personal Adjustment, the Psychology of 
(Heyns, R.W.) 2:67, March. 

Personality Development in Children, 
Healthy 1:26, Jan. 

Physical Education, a Brief History of 
(Rice, E.A., Hutchinson, J.L. & Lee, 
M.) 5:170, Sept. 

Physical Education, From Program to 
Facilities in (Scott, H.A. & West- 
kaemper, R.B.) 4:140, July. 

Physical Education, Measurement in 
(Mathews, D.K.) 3:103, May. 

Physical Education, Preventive and 
Corrective (Stafford, G.T. & Kelly, 
E.D.) 3:102, May. 

Physical Therapy - Essentials of a 
Hospital Department 1:27, Jan. 

Physically Handicapped, Employment 
of (Donnelly, J.A.) 2:67 March. 

Physiology, Human, Fundamentals of, 
for Students in the Medical Sciences 
(Youmans, W.B.) 4:140, July. 

Physiology, Physical Methods in (Cot- 
ton, W.T.) 3:102, May. 

Prodigal Shepherd (Pfau, R. & Hirsh- 
berg, A.) 6:203, Dec. 

Psychological Disorder and Crime 
(Neustatter, W. L.) 3:102, May. 

Psychology, the Person in: Reality or 
Abstraction? (Lafitte, P.) 1:25, Jan. 

Psychopathic Personalities (Pa‘lmer, 
H.) 2:68, March. 

Psychotherapy, Analyzing (Katzenel- 
bogen, S.) 5:171, Sept. 

a 

Reader, Poor, the Doctor Eyes the 
(Schubert, D.G.) 3:104, May. 

Recreation, Medicine and the Humani- 
ties (Wolffe, J.B.) 2:67, March. 

Rehabilitation: a Community Chal- 
lenge (Allan, W.S.) 5:170, Sept. 


Author Index - Volume 


Authors of abstracted articles are designated (Abs); authors of books reviewed are designated (BR). 


mien 

Abramson, A.S., 5:168, Sept. (Abs) 

Abramson, M. & Ross, B. 2:66, Mar. 
(BR) 

Alexander, F. 5:167, Sept. (Abs) 6:200, 
Dec. (Abs) 

Allan, W.S. 5:170, Sept. (BR) 

Alyea, E.P. & Parish, H.H. 5:167, Sept. 

(Abs) 

Anderson, M.H. 4:140, July (BR) 

Appell, W. T. & Hunt, W. L. 6:188, 
Dec. 

Argyle, M. 3:103, May (BR) 

Asher, R. 3:101, May (Abs) 

= 

Barbor, R. 1:21, Jan, (Abs) 

Bean, W.B. 4:138, July (Abs) 

Benjamin, F.B. 5:167, Sept. (Abs) 

Berghaus, H. & Paessler, H.W. 5:170, 
Sept. (BR) 

Bernabeau, E.P. 2:64, Mar. (Abs) 

Bernard, C. 5:171, Sept. (BR) 

Betterman, E.H. 2:64, Mar. (Abs) 

Bilowit, D.S. 3:95, May; 4:137, July. 


J.A.P.M.R. — NOV. -DEC., 1958 


Booyens, J. & Keatinge, W.R. 1:22, Jan. 
(Abs) 
Brent, S.Z. 3:96, May. 
Brownell, C.L., Williams, J.F. & Ver- 
nier, L. 5:172, Sept. (BR) 
Brubaker, M & Rasch, P.J. 8:191, Dec. 
Bunn, J.W. 5:171, Sept. (BR) 
ae 


Capen, E.K., Evans, J. & Ellison, L. 


2:56, Mar. 

Casberg, M.A. 3:79, May. 

Chauvois, L. 3:102, May (BR) 

Clarke, H.H. 1:21, Jan. (Abs) 

Cleave, T.L. 4:140, July (BR) 

Colin, S. 6:204, Dec. (BR) 

Collis, E., Collis, W.R.F., Dunham, W., 
Hilliard L.T., & Lawson, D. 1:26, Jan. 
(BR) 

Collis, W.R.F., Collis, E., Dunham, W., 
Hilliard, L.T., & Lawson, D. 1:26 Jan. 
(BR) 

Cormier, B.M., Wittkower, E.D., Mar- 
cotte, Y. & Forget, F. 1:21, Jan, (Abs) 

Cotton, W.T. 3:102, May (BR) 

Cowden, R.C. & Hannan, R. 2:60, Mar. 

Cowles, J.T., & Gee, H.H. 4:141 July 


Rehabilitation, Cardiovascular (White, 
P.D., Rusk, H., Williams, B. & Lee, 
P.R.) 5:170, Sept. 

Rehabilitation, Grundlagen der in 
Bundesrepublik Deustchland (Joch- 
heim, K.A.) 5:172, Sept. 

Research in Health, Social and Econo- 
mic, an Inventory of 2:66, Marchi. 
elias 
Schizophrenia, Recovery from: the 
Roland Method (Davis, J.E.) 2:67, 

March. 

Skin and Scuba Diving, the Science 
of 2:68, March. 

Space Medicine, Epitome of 5:173, Sept. 

Sport and Society (Natan, A.) 4:139, 
July. 

Sports, Team, for Girls (Paterson, A.) 
4:140, July. 

Abstraction? (Lafitte, P.) 1:25, Jan. 

Suspension Therapy in Rehabilitation 
(Hollis, M. & Roper, M.H.S.) 6:203, 
Dec. 

Swimming - Instructor’s Guide (Ro- 
bertson, D.H. & Russell, C.W.) 4:141, 
July. 


mila 

Vocational Rehabilitation Problems of 
Disabled Puerto Ricans in New York 
City (Sanua, V.D.) 5:172, Sept. 

Voyages and Travels of a Corps of Dis- 
covery, Journal of the (Gass, P.) 
5:173, Sept. 


= 

Weight-Training for Sport and Fitness 
(Fallon, M.) 1:25, Jan, 

Women, the Trouble with (Metheny, E. 
& Peterson, J.A.) 1:25, Jan. 


— 


Your World and Mine (Dunn, HLL.) 
5:172, Sept. 


XII 


(BR) 
Crank, G.H. 3:101, May (Abs) 
Crawshaw, R. 1:17, Jan. 
Cummings, V. & Rosenthal, J. 6:199, 
Dec. (Abs) 
Cureton, T. K. 1:8, Jan.; 2:41, Mar.; 
4:113, July. 


x = 

Daly, J.J. 5:168, Sept. (Abs) 

Daniels, L.W. 6:186, Dec. 

Daniels, L.W., Porterfield, J. & Smith, 
O.H, 1:13, Jan. 

Davis, J.E. 2:67, Mar. (BR) 

Davis, J.E., Jr. 6:184, Dec. 

Dayton, J.W. & Stone, E.B. 3:103, May 
(BR) 

Deatherage, F.E., Handy, M., & Sino- 
wara, G.Y. 2:65, Mar. (Abs) 

Dening, K. & Rodofsky, M. 5:168, Sept. 
(Abs) 

Donnelly, J.A., 2:67, Mar. (BR) 

Dunham, W. Collis, E., Collis W.RF., 
Hilliard, L.T. & Lawson, D. 1:26, Jan. 
(BR) 
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Dunn, HL. 1:21, Jan. (Abs); 5:172, 

Sept. (BR) 
~~ Se 

Ellison, L., Evans, J. & Capen, E.K. 
2:56, Mar. 

Evans, J. Ellison, L. & Capen, EK. 
2:56, Mar. 

— = 

Fallon, M. 1:25, Jan. (BR) 

Fellhauer, C.M. 2:65, Mar. (Abs) 

Forget, F. Cormier, B.M., Wittkower, 
E.D. & Marcotte, Y. 1:21, Jan. (Abs) 

Fox, J. 1:25, Jan. (BR) 

Furukawa, T. 1:22, Jan, (Abs) 

= = 

Galdston, I., 6:203, Dec. (BR) 

Gass, P. 5:173, Sept. (BR) 

Gee, H.H. & Cowles, J.T., 4:141, July 
(BR) 

Goodsell, V.D. 3:97, May. 

Griffith, R.M. 5:163, Sept. 

Grover, J. 4:141, July (BR) 

=i 

Halliday, W.R. 5:168, Sept. (Abs) 

Hamilton, W.J. 2:66, Mar. (BR) 

Handy, M. Deatherage, F.E. & Sino- 
wara, G.Y. 2:65, Mar. (Abs) 

Hannan, R. & Cowden, R.C. 2:60, Mar. 

Heidel, W.A. 1:27, Jan. (BR) 

Hellebrandt, F.A. & Houtz, S.J. 4:138, 
July (Abs) 

Hettinger, Th. 3:100, May (Abs) 

Heyns, R.W. 2:67, Mar, (BR) 

Hilliard, L.T., Collis, E., Collis, W.R.F., 
Dunham, W. & Lawson, D. 1:26, Jan, 
(BR) 

Hirshberg, A. & Pfau, R. 6:203, Dec. 
(BR) 

Hollis M. & Roper, M.H.S. 6:203, Dec. 
(BR) ffl 

Houtz, S.J. & Hellebrandt, F.A. 4:138, 
July (Abs) 

Howell, T.H. 6:200, Dec. (Abs) 

Hubble, D. 1:21, Jan. (Abs) 

Hudgens, H.T. 4:139, July (Abs) 

Hunt, W.L. & Appell, W.T. 6:188, Dec. 

Hutchinson, J.L., Rice, E.A. & Lee, M. 
5:170, Sept. (BR) 

— 

Jochheim, K.A. 5:172, Sept. (BR) 

Jokl, E. 3:86, May; 5:160, Sept.; 1:22, 
Jan. (Abs); 3:101, May (Abs) (2) 


~_ 

Karpman, B. 1:26, Jan. (BR) 

Katzenelbogen, S. 5:171, Sept. (BR) 

Keating, W.R. & Booyens, J. 1:22, Jan, 
(Abs) 

Keele, K.D. 2:66, Mar. (BR) 

Kegal, A.H. 1:22, Jan. (Abs) 

Kelly, E.D. & Stafford, G.T. 3:102, May 
(BR) - 

Klein, K.K. 5:154, Sept. 

Klumpp, T.G. 1:21, Jan. (Abs) 

Kruse, R.D. & Mathews, DK. 5:169. 

Sept. (Abs) 


— 

LaFitte, P. 1:25, Jan. (BR) 

Lawson, D., Collis, E., Collis, W.R-F., 
Dunham, W. & Hilliard, L.T. 1:26, 
Jan. (BR) 

Lee, M., Hutchinson, J.L. & Rice, E.A. 
5:170, Sept. (BR) 

Lee. P.R., White, P.D., Rusk, H.R. & 
Williams, B. 5:170, Sept. (BR) 

Leithauser, D.J. 5:166, Sept. (Abs) 

Lenton, M.E. 3:101, May (Abs) 

Lerner, A.B. & Sulzberger, M.B. 6:200, 
Dec. 


Levine, S.A. 4:139, July (BR) , 
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etiiiinn 

Marcotte, Y., Cormier, E.M., Wittkower, 
E.D., & Forget, F. 1:21, Jan. (Abs) 

Mason, E.W. & Muss, I. 3:88, May. 

Mathews, D.K. 3:103, May (BR) 

Mathews, DK. & Kruse, R.D. 5:169, 
Sept. (Abs) 

May, S.H. 5:166, Sept. (Abs) 

McCloy, C.H. 1:5, Jan. 

McMurrich, K.I. 6:203, Dec. (BR) 

Meares, A. 1:26, Jan. (BR); 4:141, 
July (BR) 

Meduna, L.J. 5:170, Sept. (BR) 

Metheney, E. & Peterson, J.A. 1:25, 
Jan. (BR) 

Miller, A.T. & Thomas, B.M. 5:168, 
Sept. (Abs) 

Minski, L. 3:104, May (BR) 

Molloy, R.E. 5:172, Sept. (BR) 

Moloney, J.C. 2:67, Mar. (BR) 

Montoye, H. 3:103, May (BR) 

Morehouse, L.E. & Rasch, PJ. 3:102, 
May (BR) 

Morgan, C.W. 5:157, Sept. 

Morgan, J.L., Tidwell, B.D. & Ryan, 
E.J. 4:138, July (Abs) 

Muss, I. & Mason, E.W. 3:88, May. 


nliiais 
Naide, V. 1:21, Jan, (Abs) 
Natan, A. 4:139, July (BR) 
Neustatter, W.L. 3:102, May (BR) 
Newman, M.T. 2:64, Mar. (Abs) 
Nice, R.W. 5:172, Sept. (BR) 
Norbeck, O.E. 3:104. May (BR) 
— 
O’Donoghue, P.H. 3:100, May (Abs) 
O'Neill, D. 5:167, Sept. (Abs) 
Olson, R.E. 4:138, July (Abs) 
Opler, M.K. 2:65, Mar. (Abs) 
—P— 
Paessler, H.W. & Berghaus, H. 5:170, 
Sept. (BR) 
Palmer, H. 2:68, Mar. (BR) 
Parish, H.H. & Alyea, F.P. 5:167, Sept. 
(Abs) 
Passmore, R. 3:101, May (Abs) 
Paterson, A. 4:140, July (BR) 
Pattison, H.A. 1:26, Jan. (BR) 
Paul, N.W. 2:64, Mar. (Abs) 
Petersen, F.B. 5:167, Sept. (Abs) 
Petersen, V.P. 5:168, Sept. (Abs) 
eterson, J.A. & Metheney, E. 1:25, 
Jan. (BR) 
Pfau, R. & Hirshberg, A. 6:203, Dec. 
(BR) 
Pickering, G. 3:101, May (Abs) 
Podolsky, E. 4:141, July (BR) 
Pomeroy, W.C. & White, P.D. 5:167, 
Sept. (Abs) 
Porterfield, J., Daniels, L.W. & Smith, 
O.H. 1:13, Jan. 
Powell, T.J. & Sunehara, F.A. 6:200, 
Dec. (Abs) 
=_—— 
Rasch, P.J. 3:91, May; 4:125, July. 
Rasch, P.J. & Brubaker, 6:191, Dec. 
Rasch, P.J. & Morehouse, L.E. 3:102, 
May (BR) 
Reichert, J.L. 4:139, July (Abs) 
Rice, E.A., Hutchinson, J.L. & Lee, M. 
5:170, Sept. (BR) 
Richter, C.P. 2:65, Mar. (Abs) 
Robertson, D.H. & Russell, E.W. 4:141, 
July (BR) (2) 
Rodofsky, M. & Dening, K. 5:168, Sept. 
(Abs) 
Root, L.M. 4:134, July. 
Roper, M.H.S. & Hollis, M. 6:203, Dec. 
(BR) 
Rosenberg, L. 4:131, July. 
Rosenthal, J. & Cummings, V. 6:199, 
Dec. (Abs) 


Ross, B. & Abramson, M. 2:66, Mar. 
(BR) 

Ruhe, C.H.W. 1:22, Jan. (Abs) 

Rusk, H.R., White, P.D., Williams, B. 
&. Lee, P.R. 5:170, Sept. (BR) 

Russ, J.D. & Soboloff, H.R. 5:170, Sept. 
(BR) 

Russell, E.W. & Robertson, D.H. 4:141, 
July (BR) (2) 

Ryan, A.J. 5:171, Sept. (BR) 

Ryan, E.J., Morgan, J.L., & Tidwell, 
B.D. 4:138, July (Abs) 


oni 

Sakade, F. 3:102, May (BR) 

Salter, N. 2:50, Mar. 

Sanua, V.D. 5:172, Sept. (BR) 

Schubert, D.G. 3:104, May (BR) 

Scott, H.A. & Westkaemper, R.B. 4:140. 
July (BR) 

Sharp, H.E. & Takagaki, S. 2:67, Mar. 
(BR) 

Sheldon, P.B. 1:27, Jan. (BR) 

Singer, C. 2:66, Mar. (BR) 

Sinowara, G.Y., Handy, M., & Deather- 
age, F.E, 2:65, Mar. (Abs) 

Smith, O.H., Porterfield, J. & Daniels, 
L.W. 1:13, Jan. 

Smith, J.W. 4:140, July (BR) 

Smith, R.W. 5:171, Sept. (BR) 

Soboloff, H.R. & Russ, J.D., 5:170, 
Sept. (BR) 

Solomon, P. 4:138, July (Abs) 

Spiegelman, M. 6:200, Dec. (Abs) 

Sprofkin, B.E. 6:200, Dec. (Abs) 

Stafford, GT. & Kelly, E.D. 3:102, 
May (BR) 

Steinhaus, A. 3:104, May (BR) 

Stone, E. B. & Dayton, J.W. 3:103, 
May (BR) 

Strohl, E.L. 3:101, May (Abs) 

Sulzberger, M.B. & Lerner, A.B. 6:200, 
Dec. (Abs) 

Sunahara, F.A. & Powell, T.J., 6:200, 
Dec. (Abs) 

Szilagyi, N. & Taran, L.M. 5:168, Sept. 
(Abs) 

= = 

Takagaki, S. & Sharp, H.E. 2:67, Mar. 
(BR) 

Taran, L.M. & Szilagyi, N. 5:168, Sept. 
(Abs) 

Thomas, BM. & Miller, A.T. 5:168, 
Sept. (Abs) 

Tidwell, B.D., Morgan, JL. & Ryan, 
E.J. 4:138, July (Abs) 

Tucker, W.B. 6:200, Dec. (Abs) 


= = 

Van Liere, E.J. 6:199, Dec. (Abs) 

Van Schoick, J.H. 6:181, Dec. 

Vernier, L., Williams, J.F. & Brownell, 
C.L. 5:172, Sept. (BR) 

= = 

Walsh, R.J. 6:194, Dec. 

Weddell, G. 2:65, Mar. (Abs) 

Westkaemper, R.B. & Scott, H.A. 4:140, 
July (BR) 

White, P.D., Rusk, H.R., Williams, B. 
& Lee, P.R. 5:170, Sept. (BR) 

Wickstrom, R.L., 5:162, Sept. 

Wiley, B.C. 2:64, Mar. (Abs)- 

Williams, B., White, P.D., Rusk, H.R. 
& Lee, P.R. 5:170, Sept. (BR) 

Williams, J.F., Brownell, C.L. & Ver- 
nier, L. 5:172, Sept. (BR) 

Wittkower, E.D., Cormier, B.M., Mar- 
cotte, Y. & Forget, F. 1:21, Jan. (Abs) 

Wolffe,, J.B. 2:67, Mar. (BR) 


= = 
Youmans, W.B. 4:140, July (BR) 
Young, C.H. 5:149, Sept. 


— = 
Zausner, D.M. 2:64, Mar. (Abs) 
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STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE PURCHASED 


Bowers AMBULANCE SERVICE, 430 E. Pacific Coast Highway, Long Beach, California. 

PEACOCK SurGICAL Co., INC., 1235 Texas Ave., Shreveport, Louisiana ............................ ieee 8 Day 3-5276—Night 7-4910 
THE COLSON-MERRIAM Co., 1623 N. Aisquith St., Baltimore, Marylard 22... ceeeeececeseceeeseeseeceeeeeeseeneeeeeees Mulberry 2847 
Senza Sunercat, Oo.; Tc. TI S.- TT Bv., Ge Fy, TOO isc sen sa sic cniivcsecevicissseniceocstenbiccinesensneniatatenaten tien ATlantic 5825 
AMSTERDAM BROTHERS, 1060 Broad St., Newark 2, New Jersey 
CosMEvo SurGICAL Suppty Co., 236 River St., Hackensack, New Jersey ..................-ccsccccseeceeccessececeseeseesseeeee Diamond 3-5555 
E. A. Warnik Co., Simon Long Building, 50-52 S. Main St., Wilkes-Barre, Pennsylvania ..................... ... 2-8064 
MarVIN F. Potarp Co., 1412 E. Broad St., Richmond, Virginia 
AmBUL-AD INc., 215 South Broadway, Poplar Bluff, Missouri 











STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE RENTED OR PURCHASED 


ABBEY Rents, 600 S. Normandie Ave., Los Angeles 5, Calif..............2....2......... NA—9-4138; DU—4-5292; PL—2-3131 
RA—3-9571; HO—2-0924; HE—2-2973; TO—6-1714; OX—4-2603; OR—T7-6178; CI—3-2101 

PO—39105; DI—4-7137: OL—2-2760; SY—5-7041; EX—4-3232; KI—5-1181 

ABBEY RENTS, 2895 El Cajon Blvd., San Diego 4, Calif. .................000........ ATwater—1-8151 
Appr Feseres, 1314 Post Berea’, Gri Wm eIew Gy TRI: acca ncn ccna nsnigcvcssespacwsceseenniccicotscevesceasbapbonesbensitanonantrive GRaystone—4-2525 
ABBEY RENTS, 2841 S. El Camino Real, San Mateo, Calif. 00. .............eeeceeeeeeeeeeeee FIreside—5-5775 
ABBEY RENTS, 2315 Broadway, Oakland 12, Calif. ................2...eccscecescseceeeeees Higate—4-8181 
Agmuy Timwts, 1677 “JF Gereek, MCT AMCTIES 16, CTE a nc. nanan cnnsccinesninepssisnereersentnsoeres GlIlbert—8-9151 
ABBEY RENTS, 1000 E. Burnside, Portland 14, Ore. di csiscicarnhtdesacemectallakccupeantyeiucbajeeciaren dacecaeeiatee cada dead BElmont—4-5001 
Dee TU, SO We i I x NN aici cairn hire ee MA—4-5040 
ABBEY RENTS, 350 Broadway, Denver 9, Colo. ........................ Rees ee PEarl—3-4651 
ABBEY RENTS, 4041 Broadway, Kansas City 11, Mo. sicciinscadaans tleanb ks aceniguinloetanteetaaaa JEfferson—1-5200 
ABBEY RENTS, 3230 Washington Blvd., St. Louis 3, Mo ........ 0.22.0... a OL—2-5700; MI—7-3300 
ABBEY RENTS, 2220 Lyndale Ave. S., Minneapolis 5, Minn... .......0............ URLs Fes pee eT! FR—4-4680; MI—6-6546 
ABBEY RENTS, 2824 W. Fond du Lac Ave., Milwaukee 10, Wis. a UPtown—3-2000 
ABBEY RENTS, 3545 Reading Road, Cincinnati 29, Ohio ......... AVon—1-7000 
Best RENTALS, 2025 S. Shepherd Drive, Houston 19, Texas.... JAckson—3-4416 
MEDICAL ARTS SUPPLY, 233 Washington S.E. and Pharmacy 20-23 Sheldon S.E., Grand Rapids 2, Mich. ............ 9-8274 
ELMIRA DruG & CHEMICAL Co., 368 No. Main St., Elmira, New York 












































aed .. 6289 
Sam Fortas HOUSE FURNISHING Co., INC., Main and Poplar, Memphis, Tenn. ........2.........0.-..+- JAckson 5-3515 
HEYL PuHysSIcIANS SuPpPLy Co., 419 State St., Erie, Pennsylvania ............0.....0...........-. sudcsbatieeiiesecomtica emma pata 2-6785 





BURLINGTON SURGICAL APPLIANCES, 314 High St., Burlington, New Jersey 2.................ceccesceeseeeeeeseeeseeseeeeees Burlington 3-0052 


MANUFACTURERS OF ORTHOPEDIC AND PROSTHETIC APPLIANCES 


BIRMINGHAM ARTIFICIAL LIMB Co., 410 N. 19th St., Birmingham 3, Alabama 
GeEorGE S. ANDERSSEN Co., 3419 Walnut St., Philadelphia 4, Pennsylvania 


YALE SurcicaL Co., 1004 Grand Ave., New Haven 11, Connecticut 
AmpBvut-Ar Inc., 215 South Broadway, Poplar Bluff, Missouri 





UNCLASSIFIED 


NATIONAL Sports Co., Mfgrs. of Therapy Gym Mats, 360 Marquette St., Fcnd du Lac, Wisc WA 1-8200 
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LaBerne Shoulder Rotator 


The LaBerrie Shoulder Rotator offers Progressive and Resistive Exer- 
cises in a complete range, for Internal and External Rotation, Unilateral 
and Bilateral Extensor, Scapula Rotation, and Elbow Flexor Exercise. 


Built with Sensitive Resistance-Pressure Plate adjustable in height. 
Calibrated for 0 to 80 Ibs. 


Price including table 28 x 30 x 32 
Model # 9952 $159.50 


Price without table with bracket 
for attaching to plinth, 


Model # 9952-A $ 89.50 


Showing Resistance Control 


Calibration in pounds. ———j—- 


LaBerne Extension-Flexion Exercise Unit 


Designed for a complete range of Progressive Resistive Exercise to the 
Knee Joint Muscle Group WITHOUT THE USE OF WEIGHTS. 
Exercise arm built with Reversible Ratchet on Sensitive Pressure 
Plate offering any desired resistance calibrated in lbs. from 0 to 80. 
Range of motion indicator in full view of patient and therapist for 
accurately following Range Progress. 
Ideal for use with BK Amputees and 
BK Fractures, may also be used for 
Hamstring Exercise, Hip Abduction 
and Extension. Complete unit in- 
cluding table 28 x 30 x 32 with 
Quadriceps Rest, Model # 9950 


$159.50 
Above unit with Shoulder Rotator in- 
cluded, Model # 9951 $239.00 


Showing use for BK amputees and 
fractures. Range of motion dial cali- 


brated in pounds. ——$——- 


LaBerne Hip Rotator 


Designed for complete rotation of Hip Joint. Rotation Plate 
built at 8° angle to eliminate bending of knee during rotation. 
Mounted on roller bearings with Adjustable Arc from 4” to 
12” circle. Model # 66 $49.50 


ALL PRICES FOB COLUMBIA 


Columbia, $.C. P.O. Box 5245 Phone SUnset 7-6162 
ORIGINATORS OF THE “WALK-OFF” PHYSICAL THERAPY TABLE 


IR La Berne MANUFACTURING COMPANY 








